18S60 


nM ig aye 


[COMMITTEE PRINT] 





STUDIES OF THE AGED AND AGING 
Selected Documents—Volume IT 
4 HEALTH AND HEALTH SERVICES 


COMPILED BY THE STAFF 


OF THE 


COMMITTEE ON LABOR AND PUBLIC WELFARE 
UNITED STATES SENATE 





OVAL SOCIETY | 


Avie 


Bah j 






NOVEMBER 1956 





Printed for the use ofthe Committee on Labor and Public Welfare 





UNITED STATES 
GOVERNMENT PRINTING OFFICE 
172 WASHINGTON : 1957 


O€28Vy 


REN 15% Cc 


COMMITTEE ON LABOR AND PUBLIC WELFARE 


LISTER HILL, Alabama, Chairman 
JAMES E. MURRAY, Montana 
MATTHEW M. NEELY, West Virginia IRVING M. IVES, New York 
HERBERT H. LEHMAN, New York WILLIAM A. PURTELL, Connecticut 
JOHN F. KENNEDY, Massachusetts BARRY GOLDWATER, Arizona 
PAT McNAMARA, Michigan GEORGE H. BENDER, Ohio 
ROBERT HUMPHREYS, Kentucky GORDON ALLOTT, Colorado 


Staff 
Majority Minority 
JOHN S. FORSYTHE MICHAEL J, BERNSTEIN 
STEWART E. MCCLURE Roy E. JAMES 


WILLIAM G. REIDY 
©"Special Consultants on Aging 


g S3 = 





ot AY 4 Oo Witeur J. CoHen 
Lu\t* “HELEN E. Livineston 
e%, ‘ \cony On'loan ito the Legislative Reference Service, Library of Congress) 
ra 
Va8 oe age 


= 
. = 
at 


TE 


22900354383 


H. ALEXANDER SMITH, New Jersey 


od one 


oth. 








Med 
K48230 


INTRODUCTION 


This second volume of the series presenting document on aging and 
the aged concerns one of the two or three most important problems 
facing older men and women: health and health services. 

Many people, as they reach later life, are faced by a greater need 
for medical care at the very time their income is diminishing. They 
not only face higher medical costs, but, to the extent that they no 
longer live in a family group, they fr equently have no one to care for 
them in their illness. 

The documents in the present volume include some of the latest 
and most useful studies on this subject. Grouped under health care, 
hospital care, mental illness, and chronic illness, these documents 
discuss the health of older citizens from various points of view and 
describe some of the efforts currently being made to provide and 
finance adequate medical care. The opimions expressed, of course, 
represent those of the authors of the several articles and do not neces- 
sarily reflect the views of the staff or the Members of this Committee. 

Also presented in the appendix to this volume are the latest available 
statistics on the kinds of health care provided for the aging and aged, 
the costs of such care, the extent to which older people use various 
health facilities, and the diseases which most commonly afflict the 
elderly. Because of existing gaps in our knowledge of the health con- 
ditions of older people, as well as of the population as a whole, these 
statistics cannot be complete. For example, many of today’s esti- 
mates of illness and disability still depend on data collected 20 years 
ago in the National Health Survey of 1935-36, adjusted for population 
increases since that time. This was a onetime survey predominantly 
urban in coverage reflecting conditions during depression years, and 
made before discovery of the “wonder drugs’ and new surgical, 
therapeutic, and rehabilitation techniques. 

Recognizing the need to assemble up-to-date and more complete 
information, the 84th Congress approved a bill reported from this 
committee during the last session—the National Health Survey Act 
of 1956—which authorizes the Public Health Service to undertake 
a continuing nationwide census of illness and disability. This survey 
of the whole population will at the same time, of course, yield valuable 
new and much-needed facts about the health of the older portion of 
the American people. 

In the meantime, the tables printed in the appendix of this volume 
must serve as among the best available. 


SECTION A. HEALTH CARE 


The papers included in the first section present the most recent 
information on the amount of medical care which older people receive, 
and its cost. Document No. 1 summarizes the results of the recent 
nationwide sample survey conducted by the Health Information 
Foundation (1952-53), with emphasis on costs, utilization of services, 


II 


IV INTRODUCTION 


and the amount of care older people are receiving under prepaid health 
. insurance plans today. Document No. 2 describes types of noncan- 
celable policies for people over 65 offered by private insurance com- 
panies. Document No. 3, dealing with private insurance available 
in rural areas of the country without reference to: age, was included 
because the aged in these areas suffer the lame lack of insurance 
coverage as do farm people generally. 

Documents No. 4 and 5 show the most recent data on Blue Cross 
and Blue Shield plans which provide prepaid insurance for health 
care for the older-age groups; and document No. 6 describes the pro- 
tection offered by a Blue Cross, Blue Shield plan organized on a State 
basis (Michigan) which covers over half of the population of the 
State. Five percent of the total adult memberships is in the over-65 
age group. Document No. 7 outlines plans organized by health co- 
operatives. Document No. 8 outlines a statewide program (Cali- 
fornia) which draws upon the activities of a variety of State and 
local groups to develop a program of health education and health 
services for older people. ? 


SECTION B. HOSPITAL CARE 


Section B of the volume assembles the most recent figures, informa- 
tion, and recommendations on hospital care for the aged. Document 
No. 9 analyzes the information obtained in a survey of people 65 and 
over receiving old-age and survivors insurance benefits in December 
1950. This study added information as to the amount of bed care 
required for older people in homes and in institutions, as well as in 
hospitals. 

Document No. 10 summarizes information gathered in a population 
survey in March 1952, conducted by the Bureau of the Census, which 
asked special questions on the ownership of hospital insurance and 
receipt of hospital care in 1951 for the 65-and-over age group. 
Documents Nos. 11 and 12 present the pertinent Recommendations 
of the Commission on Financing of Hospital Care (1954), and the 
recent recommendations of the Commissien on Chrenic Hiness on the 
Care of the Long-Term Patient (1956). The provisions of the Hill- 
Burton Hospital Construction Act as they. apply. to. older people are 
discussed in documents 13 and 14. 


SECTION C. MENTAL HEALTH 


Document No. 15 discusses public policy regarding mental health 
problems of the aging. Document No. 16 reviews State action for 
the aged in mental hospitals, and document No. 17 includes discus- 
sions by medical authorities in the field of mental health. 


SECTION D. CHRONIC ILLNESS 


Document No. 18 reviews the incidence of and trends in chronic 
diseases as they affect people 65 and over, as compared with other 
age groups. 

APPENDIX 


The appendix tables have been selected to supplement the docu- 
ments with more detailed information in certain areas. They show 
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data bearing on the position of the aged in comparison with other age 
roups. 

: Part I of the appendix lists the kinds of illnesses besetting older 

people as revealed in the records of a (1) municipal general hospital 
(New York City); by (2) a survey of doctors’ offices in a single State 
(Washington) ; and by (8) reports on home-care programs in New 

York and Philadelphia. 

Part II supplements the data contained in document No. 1 with 
more complete figures on hospital admissions and length of hospital 
stay. It also inchides earlier data (1943) assembled in the Public 
Health Service survey of the Eastern Health District of Baltimore. 

Part III presents information on the use of health facilities by 
older people, as compared with other age groups. 

Part IV contains data on medical costs and insurance coverage, 
including nationwide estimates of gross total charges for all personal 
health services. Separate tables show charges for hospital care, for 
physicians’ services, for dental work, and for medicines and related 
incidentals. These tables are arranged by age, sex, and, when appli- 
cable, by insurance status. Also included in this part are data on 
health and insurance protection for workers in collective-bargaining 
plans which were assembled in the recent study by the United States 
Department of Labor (Bureau of Labor Statistics). A summary of 
this study appears in volume IV of this series. 
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STUDIES OF THE AGED AND AGING 


1. COSTS OF MEDICAL CARE FOR THOSE 65 YEARS OF AGE 
AND OVER: A NATIONWIDE SURVEY OF COSTS AND 
UTILIZATION 


Odin W. Anderson, Ph. D., research director, Health Information 
Foundation, New York City 


Delivered at University of Michigan Ninth Annual Conference on Aging, July 10, 
1956 


I. INTRODUCTION 


In a nationwide survey of families and individuals it was found 
hat the average costs for all private personal health services in- 
curred by each individual in the general population was $65 a year. 
For those 65 years of age and over, the average annual cost for pri- 
vate care was $102. Although those in this age group comprised 
only about 9 percent of the population, they incurred 13 percent of 
the costs for all personal health services of the entire population. 

The survey was based on interviews in the homes of a representa- 
tive sample of families in the United States. The study was con- 
ducted by the national opinion research center, University of Chi- 
cago, and financed by the Health Information Foundation. The 
data gathered represent the experiences of the families for a 12-month 
period ending in July 1953. A complete report has been published,! 
but this article attempts to consolidate and present the information 
relating to the segment of the population 65 years of age and over. 


II. Costs or Persona HEeattH SERVICES 
A. GENERAL 


During the year under study the American people incurred costs ot 
private personal health services totaling over $10 billion, or $65 per 
person. Thirteen percent, or $1.3 billion, was incurred by the seg- 
ment of the population 65 years of age and over, averaging $102 per 
person. In other words, those 65 years of age and over incurred 
charges 57 percent greater than that of the general population. 

As an aside, personal-health services provided by various levels of 
government for recipients of old-age assistance total approximately 
$168 million, averaging over $66 per old-age-assistance recipient, and 
when spread out over the entire population 65 and over, averaging 
$12 per person. ‘This does not represent all the costs incurred by 


1 Odin W. Anderson with Jacob J. Feldman. Family Medical Costs and Voluntary Health Insurance; 
a Nationwide Survey. New York, McGraw-Hill Book Co., Inc., 1956, 


1 


2 STUDIES OF THE AGED AND AGING 


various levels of government, but very likely accounts for the largest 
portion of it. There is no way of determining the value of the sub- 
stantial amount of free services contributed ty physicians in their 
private offices and in hospitals. 

It is thus likely, without attempting an exhaustive documentation, 
that expenditures on the part of government for all direct personal- 
health services (exclusive of mental hospitals) came to at least 12 
percent of all costs of personal-health services for the segment of the 
population 65 years of age and over. 

For the purpose of this conference I am less interested in attempting 
to account for every fraction of a dollar of charges for personal-health 
services incurred by those 65 years of age and over than I am in pre- 
senting a general outline, which can be used for broad planning. It 
is of great interest to learn, as I said previously, that those 65 years of 
age and over experience costs 57 percent greater than that for the 
general population, and also that although they constitute only 
9 percent of the population they experience 13 percent of all costs 
experienced by the total population. As a contrast the segment of 
the population 5 years of age and under make up 13 percent of the 
population but account for only 6 percent of the charges for al! per- 
sonal-health services. Further, for purposes of planning, it is im- 
portant to know that women 65 and over incur higher costs than men, 
$77 as against $124. This is true for males and females in the general 
population, as well. 


B. AVERAGE COSTS BY TYPE OF SERVICE 


A convenient and meaningful classification of personal-health 
services for the consideration of costs and utilization is as follows: 


Physician Dental 
Hospital Other 
Medicines 


Within physicians’ services it is useful to break such services down 
into surgical, obstetrical, and other physicians’ services. For the 
age group under consideration here and for all practical purposes we 
need not concern ourselves with obstetrical services. 

Below is presented a simple table showing average costs by type of 
service for those 65 years of age and over and for the general popu 
lation. | 

Annual cost per person 


Type of service 65 and over General Percent 
population excess 
IPN YSICION ~<a 2 a Be ee er ee $36 $25 44 
Hospitel¢t oe ke ls aa Be Se A ee eee 25 13 ; 92 
Medicines 2 cae scseeee sna ge ee oe ee ee ee ee 22 10 120 
BUNUISUiemeisia nc wane es ee cee ene 2 Bene Ao ae eer 10 —60 
OPHOIe Cee Aa eee. See Coe ae ee 17 112 


Only in dental care is the cost per person to those 65 years of age 
and over less than for the general population. The cost for surgery 
was $6 a year. | 

Next let me present the costs for those who have incurred costs. 
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Annual cost per person incurring cost 








Type of service 65 and over General Percent 
population excess 
Heli @ lanes eee oa eo we) ee Set Rae Se a ge oe $74 $57 30 
JEIOSOs (PEN nS ten ae aD a a ped ge 233 140 66 
NCO TENIOS = ae 8 eee Ee Sen Se heaeae pate epg aa pa ee ee eae 42 26 62 
GINA. <5 Ste ee A SD eS De ee rhe ee ee 37 32 16 
COLES) Papa Sc EE a a a a on ee 61 38 61 


C. DISTRIBUTION OF COSTS BY TYPE OF SERVICE 


One of the chief characteristics of the costs of personal health serv- 
ices is the fact that in a year a few people incur relatively large costs 
tapering off to a few incurring no costs at all. This is true for any 
age group, but for those 65 years of age and over there is a tendency 
for a greater proportion to experience higher costs than other age 
groups. For example, 8 percent of the general population experienced 
costs of personal health services exceeding $200, as against 13 percent 
in the age group 65 years of age and over. 


Til. Uriization oF SERVICES 


The segment of the population 65 years of age and over had a 
higher hospital admission rate, a longer average length of stay, and 
greater number of hospital days per 100 persons than was true of the 
general population. ‘The admission rate for those 65 and over was 
13 per 100 as against 12 per 100 for the general population. The 
average length of stay in general hospitals was at least 12 as against 
7.4 for the general population, and the number of days per 100 was 
over 150 compared with 90 for the general population. In summary, 
those 65 years of age and over constituted only 9 percent of the 
population but accounted for at least 15 percent of all hospital days. 
As was true in general, female utilization was higher than male 
utilization. 

In surgical procedures those 65 and over appear to have fewer 
operations than the general population, a rate of 6 per 100 as com- 
pared with 7 per 100. If the severity of the operation could be 
determined it may be that the older segment of the population would 
show that operations performed on them would be of a more major 
_ nature than for the general population. 

We were able to make some estimates as to the proportion of people 
by age group who did not see a physician in a year and those who 
consulted one 15 or more times. About 35 percent of those 65 years 
of age and over did not consult a physician in a year compared with 
40 percent for the general population, and 48 percent in the age group 
6. to 17, the age group least likely to consult a physician. Thirteen 
percent of the age group 65 and over, however, saw a physician 15 
or more times compared with 7 percent for the general population. 
_ Again, females were more likely to consult physicians than men. 


IV. Heautra INSURANCE 


Between 30 to 35 percent of those 65 years of age and over carry 
some kind of health insurance, compared with about 60 percent of 
the general population. 
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Normally, for the general population insurance is associated with | 
higher utilization and higher costs even for uninsured services. Among | 
those 65 years of age and over the difference is not striking except for | 
hospital care as indicated in the table below. 


Costs for 65 years of age and over 








Type of service Insured Uninsured 
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V. OBSERVATIONS AND IMPLICATIONS 


In the foregoing I have indicated that people 65 years of age and 
over on an average utilize more personal health services and incur 
higher charges than the general population. The percent of costs in 
excess of the general population on the face of it seems frightening, 
namely, 57 percent for all personal health services, 44 percent for 
physicians’ services, and 92 percent for hospital care. The saving 
factor, however, is that those 65 years of age and over comprise only 
9 percent of the population so that if the cost of those 65 years of age 
and over in excess of the per person average for the general population 
is spread over the entire population, the increase per person is quite 
modest. 

Can the aged segment of the population carry their own cost in 
an insurance program after they reach 65 in the face of lowered 
earning power, and increasing disability, despite the absence of 
financial responsibility for young dependents? What are the relative 
responsibilities of employers, the working population under 65, the 
aged themselves, and of government? This is a matter for general 
social policy. What I am establishing is what appears to be the 
problem, and several alternative or joint solutions can be suggested 
by those who tormulate policy and hold the purse strings. 

If we are thinking of specific services, it will be recalled that the per 
person charges for physicians’ charges were $25 for the general popula- 
tion and for those 65 and over $36, a difference of $11. If these $11 
were spread over the population under 65, the increased per capita 
would be $1 or approximately 4 percent, and the aged would be 
receiving $36 worth of physicians’ services for $25. 

For hospital care the general population experienced a per capita 
cost of $13 and those 65 years of age and over $25, a difference of $12. 
If the $12 were spread over the population under 65, the increased 
per capita cost would again be $1 or approximately 8 percent, and the 
aged would be receiving $25 worth of general hospital services for $13° 

If we are thinking of total costs of personal health services it will 
also be recalled that the per person incurred charges for personal health 
services in the general population were $65 a year; for those 65 and 
over the incurred charges were $102. If the difference between $65 
and $102, namely $37, was distributed over the population under 65 
years of age, it would raise the per capita cost by $3 or 5 percent. 
ire. the aged would theoretically be receiving $102 worth of services 
(OF DOD, 
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Admittedly, this is speculative but based on as good data as are 
avallable and undoubtedly portrays general patterns. ‘These esti- 
mates assume present costs and utilization, and do not take into 
account possible costs of administration. Expansion of nursing home 
care, home care, and other services would naturally change present 
patterns. 

(Norn.—Tables 5-8, 27, and 29-38 in the appendix present in more 
detail the information summarized in this paper.) 
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2. TRENDS IN HEALTH INSURANCE OF THE AGED 


H. W. Steinhaus, Ph. D., Research Assistant, President’s Staff, the 
Equitable Life Assurance Society 


Delivered at Ninth Annual University of Michigan Conference on Aging, 
July 10, 1956 


The Health Information Foundation’s survey on family medical 
costs ! indicated that the expense incurred for private health services 
in the United States during the 12-month period ending July 1953 
totaled over $10 billion. At the time these figures became available 
to me I had just received similar figures from the British National 
Health Services, and [I found the comparison quite instructive. [ 
realize that [ was comparing a national health-insurance system with 
private health care in our country. However, some 60 percent of our 
population do carry some form of private health insurance and the 
total cost of the English system, of 3% percent of their gross national 
product is quite comparable to the United States total cost of 3% 
percent of our gross national product. 

In England, for the general population, the actual annual gross cost 
per head was £10, compared to $65 in the United States, but £17% 
for those 65 years ahd over, as compared with $102 in Dr. Anderson’s 
survey. Different from the American experience, there was scarcely 
any variation between sexes, but considerable difference between the 
married group on the one hand, and the single, widowed, and divorced 
on the other. The single group makes about double the demand on 
hospital accommodations that the married group does, therefore 
about two-thirds of all hospital beds in England and Wales occupied 
by those aged over 65 were taken by single persons. Marriage and 
its survival into old age appears to be a powerful safeguard against 
admission to hospitals, particularly “‘chronic’”’ hospitals. 

It may come perhaps as a shock to those who believe that national 
insurance can solve the problem of providing adequate medical care 
for our senior citizens to look at some of the conclusions reached by 
the authors of the cost study of the English health services, such as: 
Serious difficulties were experienced in providing adequate services 
because the demand of the aged for services greatly exceeded the 
supply; as a consequence the old age groups were receiving either a 
standard of service lower than contemplated by the legislation or, in 
some areas, no service at all.?, It should also be noted that similar 
to an earlier German experience, the English system experienced so 
much waste (politely called excess utilization of free services) that it 
had to introduce charges for dentures and spectacles (May 21, 1951) 
and for pharmaceutic services (June 1, 1952) which reduced the cost 
of these services by one-third. The abuse of the privilege of free 


Pl Se eee 
1 Qdin W. Anderson with Jacob J. Feldman, Family Medical Costs and Voluntary H 

A Nationwide Smee, New Oe Dee ea ary Health Insurance 
2 Report of the Committee of Enquiry into the Cost of the National Health Service, January 

9663, pp. 214-215. Brian Abel Smith and R. M. Titmuss, The Cost of the National Health Berviater 

England ana Wales, Cambridge University Press, 1956, p. 69. 
3 Report of the committee, par. 22, p. 10. 
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services, the basic reason for the introduction of modest self-insurance 
features, has also brought about some similar features in private health 
insurance. 

Another highlight of the English study which has a direct bearing 
on the problem of privately insuring medical care, is the enumeration 
of the reasons why cost estimates are sheer guesswork. One of the 
more obvious reasons is the trend of prices for services, medicines, and 
construction of facilities. A private insurer, who guarantees the 
reimbursement of the cost of a service (even if in part only, or in 
excess of a deductible) must either project the trend of prices or 
retain the privilege of premium increases. Other factors that in- 
fluence the cost are either medical or social. 

Medical factors involve changes in the incidence and character of 
sickness and injury, standards of diagnosis, quantity and quality of 
treatment, the growing use and importance of outpatients depart- 
ments, and of diagnostic clinics. Social factors of age, sex, family 
relationships, class, and income play a variety of roles in determining 
the pattern of demand. As the standard of living rises, the demand 
will rise too, irrespective of the medical factors involved. 

Obviously, no one can estimate the effect of medical progress on the 
cost of providing medical care, nor the effect of a generally rising 
income level. I do not know whether a system of national health 
imsurance will be adopted in the United States, but private health 
imsurance is here to stay. We might note as a parallel that in the 
field of old-age security really adequate pensions are provided only 
by the addition of private annuities. Similarly, really adequate 
medical care apparently requires additional private efforts. A strik- 
ing example is Alberta, Canada, where two of the Blue Cross contracts 
are designed for the specific purpose of providing services supple- 
meatary to the standard ward contracts of the Government plan.‘ 

With this background of the cost problems of national insurance, 
the limitations on private insurance policies might be better under- 
stood. First of all, none of the individual hospital and medical care 
policies (as contrasted to group coverage) contain guarantees as to 
both renewal and cost. If the premiums are fixed, renewal is not 
cuaranteed. If the policy is noncancellable, the premium charges 
may be increased, although not on an individual basis, only on a class 
basis. In this manner, some safeguards are introduced against rising 
costs, although there is always the possibility that an increase in rates 
will set into motion an increase in selection against the insurer because 
the better risks may resent the increased charges and drop out, which 
in turn may lead to another increase in charge. There is only one 
way to limit the total liability and that is by the imposition of an 
overall maximum payment after some age such as 65. As experience 
develops, this maximum may perhaps be increased. 

Self insurance is accomplished either by insuring a given amount 
below the actual cost, or by insuring a given percentage of the costs, 
or by the introduction of a ‘‘corridor” only beyond which the insurance 
becomes effective, or some combination of these three. 

I have been instructed to focus my discussion on noncancellable 
policies for people over 65 which simplifies my assignment. The 
Metropolitan Life issues two types of individual or family hospital and 


4 Malcolm G. Taylor, The Administration of Health Insurance in Canada, Oxford University Press, 
Toronto, May 1956, pp. 240-241. 
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surgical expense policies. One is paid-up at 65 with issue ages up to 
55, the other one with annual premiums and issue ages up to 75. 
Both policies are noncancellable. They provide after age 65 unlimited 
surgical benefits based on a schedule which has a maximum of $300, 
but for each policy year only 31 days of hospitalization are allowed 
plus a maximum of 5 times the daily rate for room and board, which 
ranges from $7.50 to $15. In the case of the paid-up policy, the 
maximum payment on account of any one disease is 180 times the 
daily benefit. In the case of the continued premium policy, there is 
no such limit but successive periods of hospitalization for the same 
or related cause are treated as one period of hospitalization, unless 
separated by at least 1 year. There is no overall maximum imposed. 

The Guardian Life Insurance Co. issues a noncancellable form of 
major medical insurance. For each covered person the total benefit 
limit is $7,500 after age 65, with an additional sublimitation of $1,000: 
for each surgical fee, $25 for each day of hospital confinement and 
three-fourths of the charges of registered nurses for private duty 
nursing care. Drugs and medications prescribed by a physician, 
wheelchair rental, iron-lung use, and the original cost of prosthetic 
appliances are included. There is a novel deductible amount based 
on the income of the insured in the preceding taxable year, ranging 
from a minimum of $250 to a maximum of $1,000 for incomes over 
$25,000. 

For those under 55, in good health, not insured otherwise, and able 
to afford the premium cost, the purchase of both the Metropolitan 
and Guardian Life contracts would represent a quite satisfactory non- 
cancellable protection for an individual and his wife during their re- 
tirement period.? The combined annual premium cost is less than 
$100 for an individual under age 39, and about $175 at age 55. There 
are other policies available of somewhat more restricted nature. 
The Prudential, for instance, issues a hospital and surgical policy, 
but only to persons between ages 60 and 70, paid up at age 80, non-. 
cancellable but with the right to change premiums, and with an overall 
limit of 200 times the daily hospital benefit rate. The Mutual Life. 
of New York will also issue a guaranteed renewable hospital policy 
with a $50 deductible and a $1,000 overall limitation. 

Other commercial hospital expense policies are renewable after age 
65 only at the option of the company, but serious efforts are made 
by some of these companies to avoid cancellation by introducing addi- 
tional safeguards. For example, one company adds for subscribers. 
in poor health a special deductible amount equal to 1 year’s premium, 
and another created a pool for the less healthy risks, toward which are 
allocated 100 percent of the premiums, so that in effect the agent con- 
tributes his commission and the insuring company its expense margin. 

This discussion has been limited so far to insurance possibilities for- 
persons who do not have any other insurance. However, as was 
pointed out, about 60 percent of the general population and even one-. 
third of the older population have some health insurance. In most 
cases Blue Cross and Blue Shield plans will carry their subscribers. 
past 65, and a recent survey of the Bureau of Accident and Health 
underwriters ° indicates that some 36 insurance companies permit. 
employers to include retired employees under eroup coverages. 

5 The benefits under these policies are more liberal prior to attained age 65, but the differences are no} 


enumerated since we are mainly concerned with benefits at and above age 65. 
® Bureau of Accident and Health Underwriters Group Disability Insurance Bull. No. 137, March 8, 195 
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Obviously, a person covered for some hospital or surgical benefits 
under such a plan would obtain fairly complete protection by the addi- 
tion of one or the other of such individual policies. However, the 
trend is toward increasing liberalization of group hospital and medical 
insurance plans, in the form of complete and comprehensive protection 
plans with a small deductible per year and some coinsurance. Such 
benefits may be carried over into retirement, perhaps with some addi- 
tional restriction on total lability. Since eroup coverages do not 
require a medical examination and have a lower cost because of em- 
ployer participation and wholesale administration, I would expect that 
the greatest progress in achieving insurance protection would come 
about along such group lines. In my own company, we insure our 
own retired employees against hospital, surgical, and medical expenses, 
nursing, physician’s services, appliances, medicines, etc., excluding 
only dental work, eye corrections and hearing aids. The maximum is 
$1,500 for the same or related causes and $3,000 for an individual 
during his lifetime. We have a deductible of $75 for each cause and 
reimburse 75 percent of the charges insured. This type of plan is 
being offered to our group clients and I consider it the most desirable 
plan from both cost and benefit viewpoints that has been evolved. 

Comprehensiveness of coverage, even though there are limits on 
reimbursement, seem to us more desirable than partial coverage 
with more liberal limits, particularly since the cost obligations involved 
in such an extremely liberal plan as was recently adopted in the rubber 
industry may prove excessive. This plan provides for the cost of 
semiprivate hospital accommodations up to 120 days for any confine- 
ment. New periods of confinement become established after an 
interval of 3 months. Surgical benefits are-provided up to $250 per 
operation and doctor visits to the hospital in cases where no operation 
is involved are also provided for a period of 120 days at a rate of $5 
for each of the first 2 days and $3 for each day thereafter. The em- 
ployer assumed the entire, almost undeterminable, cost of the plan. 

One of the great difficulties of estimating the cost arises from the 
duration and severity of the last illness. It has come to our attention 
that some employers have been advancing the amount of group life 
insurance of retired employees who have no dependents. Without a 
contractual commitment, they have helped an employee to pay the 
expenses of his last illness and perhaps make his last days more 
comfortable in that way. Utilization of some life insurance for such 
purposes might be a trend which would perhaps permit a more liberal 
treatment of other illnesses. 

No solution seems on hand to meet the needs of the medically 
indigent by any other method than the one now being used. Physi- 
cians will continue to give freely of their time and, according to a 
recent English survey,” render considerable more services to those 
aged 65 and over than to the younger ones. The President’s Com- 
mission on the Health Needs of the Nation found ® that hospitals do 
not charge local governments the full cost of services rendered to 
those unable to pay, and that therefore those who pay, through insur- 
ance or otherwise, carry a share of the burden. 


7 Studies of a eer Practice, British Medical Journal, January 16, 1954, 
PMOL TV pet 


3. INSURING THE RURAL POPULATION 


By Edwin M. Erickson, group insurance manager, Farm Bureau 
Mutual Automobile Insurance Co. 


THE CHALLENGE 


Problems are opportunities in work clothes. One of the most 
challenging opportunities facing the accident and health insurance 
industry today is that of insuring our rural population more ade- 
quately. In speaking of our rural population, we are talking about 
one-third of our population, roughly divided in half between farm and 
nonfarm families, which is a significant market and deserves added — 
attention by all of us. 

Let us approach this opportunity by examining it in some detail, 
reflect upon current influences, look at some industry experience, and 
finally, let us see what can be done about it. 

First, it appears that as coverage for our urban population progresses 
each year, the rate of growth of coverage, as well as kind and level of 
benefits, lags behind for our rural people. Some writers such as Drs. 
Mott and Roemer and Serbein have studied the problem in recent 
years at some length and appear to be discouraged with the progress 
of voluntary efforts in providing better medical care. Both the Clark 
report to Congress and the more recently released Anderson study 
sponsored by the Health Information Foundation, as well as the recent 
Dewhurst survey published by the Twentieth Century Fund, bear out 
this disparity in some detail. 

The Anderson study brings out the following significant facts: 

1. Coverage for some type of health insurance: 70 percent of urban 
families, 45 percent of rural farm families. 

2. Coverage for hospital insurance alone: 63 percent of urban 
families, 38 percent of rural farm families. 

3. Hospital admissions per 100: 


Insured Noninsured 
WEAN 5.2 seasons eee a ane seamen -aene weg acetic tact eee eee 12 9 
bee OOarin. oe end a ae ok See ae aS ee ane ee he ee 14 11 
Ry vibal Manis oe 4. ee ae ne Ric 5k Sen ee ea, 17 9 





Thus, it appears that hospital utilization by insured rural families 
is Significantly greater in frequency than by our insured urban families 
whatever the causes may be. The real question may be, if the same 
proportion of rural families had coverage for the same period of time 
as our urban families, would there be any significant difference in 
hospital utilization? 

The Clark report indicates a wide difference in coverage between 
urban and farm States, high-income and low-income States. The 
Clark report also indicates greater insurance coverage present in 
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States with a greater ratio of physicians and hospital beds. A Survey 
of Insurance Programs on Some 587 New York Farms, made by John 
R. Tabb of Cornell University, showed some form of accident and 
health coverage was carried by two-thirds of these farm families in 
1953, which corroborates the Clark report. 

The Federal farm health insurance program of the United States 
Farm Security Administration, started in 1936 and officially ended in 
1946, was generally unsatisfactory. Launched to help low-income 
farmers, this experiment showed a high incidence of illness, a dispersion 
of insured families affecting collections, an insufficient spread of risk, 
inability to pay, and lack of adequate medical care facilities. The 
recently announced Benson program to assist marginal farm families 
to improve their operations or gain industrial employment may 
materially help this rural living standard problem in the near future, 

While progress is gradually being made in providing more ade- 
quately trained medical personnel and medical care facilities in rural 
areas in. recent years, the need continues to be great in many areas. 
The good work of our medical societies, and certain health founda- 
tions in the development of regional coordination of health programs 
and later incorporated by Congress as a guiding principle in the Hill- 
Burton Act must be recognized. Over half of the projects approved 
under the Hill-Burton Act have been in rural areas. ‘These develop- 
ments, as well as the improved rural public health programs, will lead 
to a better rural health insurance market. 

While the need for more adequate rural health insurance coverage 
appears to be broadly understood, we in the insurance industry can- 
not lightly dismiss it because the solution poses much difhceulty. It is 
axiomatic that better health facilities are provided when more ade- 
quate financing of medical care is made possible; voluntary health 
insurance coverage is financing an increasingly more significant portion 
of the costs of medical care in the United States. Aside from the aged, 
our rural population is one of the greatest remaining health insurance 
markets. This need must be met, and will be met, but the question 
before the house is whether the institution of voluntary health insur- 
ance will meet the challenge. At our shop, we have long accepted 
the principle that ‘people move ahead whether institutions do or not.’’ 
The emphasis on this problem in the Federal reinsurance proposal is 
evidence that this is true. Let us hope that task force No. 3 considers 
this reinsurance problem in its efforts to make our industry efforts 
more effective. 

Basically, our major problem in more adequately insuring the rural 
‘population is that of better distribution of accident and health 
msurance in rural areas. Secondarily, we may have a product and 
underwriting problem but I am confident that our actuarial and 
underwriting people are capable of meeting the needs in this area, if 
expanded distribution develops the volume possibilities of the bie 
rural market. | 

_Let’s consider some of the current rural market influences and 
developments which should give us real encouragement that better 
distribution is both possible and, practical. 


GENERAL 


Improvement 1 in transportation, communications, and education in 
rural areas in recent years are helping to create more insurance con- 
sciousness. At the same time, economic conditions have improved 
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in many rural areas so that the ability to pay and the desire to have 
the benefits of accident and health insurance are greater than at any 
time in the past. 

INCOME 


There is evidence to support the statement that rural incomes 
are improving. United States Department of Agriculture figures 
show that despite the drop in total farm income, the gain in per 
capita farm income since 1940 has increased sixfold, though the uneven 
‘distribution is still a problem. Along with industrial decentralization 
and better roads in many rural areas, more rural residents are finding 
factory and other employment, which has favorably affected rural 
family income. I quote Roy Longstreet’s conclusion from his article 
in the January-February issue of the Harvard Business Review, 
Sales to Farmers: 


In conclusion, I wish to make it clear that I am not as 
optimistic about the future of the farmer as is the remark I 
heard over the radio recently to the effect, ‘“My head is in the 
clouds and there is nothing anybody can say or do that 
will bring my feet back on the ground.” But I do feel that 
there are forces at work today that make our country a land 
of opportunity for all groups. And Iam sure that the farmers 
are going to get their share of the increased prosperity that 
lies ahead. 


And, I may add, improved prosperity for farmers will make possible a 
more prosperous rural economy as well. 


FEDERAL PROGRAMS 


The United States farm security health insurance program previ- 
ously mentioned has probably affected more farm people than any 
single health insurance plan before or since. ‘The recent extension of 
social security to the self-employed will affect a large proportion of 
rural families by creating a floor of security which will make them 
better prospects for both accident and health and life insurance. 


WORKMEN’S COMPENSATION 


While only one State, Ohio, requires compulsory workmen’s com- 
pensation coverage for farm employees generally, most States require 
that many employees in dangerous occupations be covered, and. 
likewise most States permit voluntary coverage for farm help. Cover- 
age under workmen’s compensation and employer’s liability has grown 
in rural areas during the past few decades, creating insurance con- 
sciousness as a result of medical care and disability payments. 


NONOCCUPATIONAL DISABILITY BENEFITS 


In the few States where nonoccupational disability legislation 
has taken effect, the requirement of this coverage has reached into 
rural areas and created additional insurance consciousness. 
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EFFECTS OF AUTO FINANCIAL RESPONSIBILITY LAWS 


Probably the greatest single influence during the past decade or 
so upon the rural resident has been the effect of automobile financial 
responsibility legislation throughout the United States. Virtually 
every State in the Union now has some form of financial responsibility 
for the motorist and this has resulted in a high level of auto insureds 
even in rural areas. 

In addition to bodily injury auto coverage, supplemental coverages 
such as medical payments and travel accident, are bringing more 
Insurance Money every year into the hands of rural insureds and 
claimants alike, not to mention attorneys, doctors, hospitals, and 
burial services. 

“THE BLUES” 


In many rural areas, the “Blues” have been aggressively soliciting 
individual memberships, as well as working through existing com- 
munity groups with considerable imagination, thus extending their 
services with admirable vigor. 


THE INDUSTRY 


From the accident and health insurance industry viewpoint, my 
previous discussion has concerned external influences. Any intima- 
tion that our industry is not actively serving the rural market is 
without basis in fact. Many companies have a fair volume of rural 
business, while some have made special efforts to serve the rural 
market. Before any suggestions are made as to how we can better 
insure the rural market, it may be helpful to review briefly some of 
the industry approaches and experiences. 

By and large, most accident and health insurance policies in force in 
rural areas have been sold as individual policies, though group selling 
efforts have resulted in a fair amount of coverage. 

Five principal avenues of distribution have been used; namely, direct 
sales through advertising and direct mail, publication subscription 
tie-in sales, multiple-line agency such as the typical general insurance 
agency, through combination life and accident and health agents, and 
monoline agents or specialized accident and health agents. In a few 
rural areas, industrial type accident and health agents are serving 
quite well. 

In the sale of individual policies, it has been a real problem in 
rural areas to recruit and train sufficient resident agents to properly 
sell and service rural people. ‘The wide variety of policies, differ- 
ences in coverage, benefits, and policy language have been confusing 
to the average rural agent no less than the rural insurance buyer. 
The recent trend toward the use of chassis-type policies will be helpful 
in simplifying agent training and buyer acceptance as well as company 
handling. 

As a result, much of our present business in force in rural area is of 
the limited-benefit type, such as limited accident, specified disease, 
accident only, or low-benefit hospital and accident and sickness cover- 
age. Also, too much of our in-force business has been sold by mail 
or by nonresident agents, who are not in a position to interpret 
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policies to rural residents at the time of claim. Present trends 
toward more widespread careful underwriting of new business and 
more liberal reunderwriting is encouraging, but if post claim original 
underwriting had not gained such prominence in the public mind, 
is it any wonder that we have the present rash of undesirable legisla- 
tion? Rural people are sensitive and news travels fast; our rural 
politicians are a power in most State legislatures and while we can 
rue their understanding of the problems involved, we cannot ignore 
their activity which springs from much poor public relations back 
home. 

Since our industry experience is collected on an occupational basis, 
no fast conclusions are possible in respect to rural coverage as a 
whole. Few companies have a sufficient volume of rural coverage 
to be considered credible, our own company included, but our opinion | 
of our rural individual experience is good, better for hospital and 
surgical than accident and sickness though it is still good, while 
accident alone has been very good. : 

With individual hospital and surgical, no particular underwriting 
or claims problems appear to exist, for we try to do a careful job on 
both counts, use few waivers and a very minimum of post claim 
reunderwriting. 

We are offermg individual major medical and acceptance in rural 
areas has been fair for such a new coverage, though it is much too 
early to have any experience development of consequence. 

In regard to individual accident and sickness coverage, no special 
troublesome problems with rural risks are observed. Again, our 
underwriting and claims are carefully handled. Strangely enough, 
the ‘at work’’ control largely lacking in farm risks has not been as 
much of a problem as it has with some other occupations. We watch 
income carefully, but will make due allowances for income in-kind 
on a case to case basis, when that will be cut off during disability. 
Fluctuating income for farmers, both as to seasons and from year to 
year, does not appear to give us particular trouble, which speaks well 
for the innate honesty of most farmers. We give preferred treatment 
to farm owners and managers in regard to occupational classifica- 
tions. We permit agent field issue of one of our commercial type dis- 
ability policies with benefits up to $200 a month. We also offer a 
noncancellable, guaranteed renewable policy to farmers. 

We believe the rural market, including farm families, needs no 
special policy language or coverage nor particular underwriting or 
sales skills for satisfactory results. Patience and understanding will 
bring good experience for any company in the rural market and 
properly sold, such volume will build slowly but steadily and requires 
good service for desirable persistency. 

In the spring issue of the CLU Journal, Mitchell Hutchinson dis- 
cusses, What About Disability Income, from both an individual and 
eroup standpoint for the United States as a whole. The industry 
figures cited for individual policies show an actual reduction in policies 
in force for the period 1947-53, while at the same time premium income 
increased. In urban areas, group coverage may have replaced some 
individual policies and reduced the number of policies, but it is hard 
to believe that group has penetrated the rural market for disability 
cover to any great extent. Disability and accidental death and 
dismemberment coverage is still largely within the preserve of our 
industry. The potential for such coverage is still tremendous. How 
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good a job we do in packaging such cover along with health insurance, 
the imagination and ingenuity we display in its distribution, will have 
much to do with our success in penetrating all markets and prove our 
leadership against possible further encroachment. 

It is in the area of mass selling that a fair amount of development 
has been going on in rural areas by our industry. The Health and 
Accident Underwriters Conference in 1953 conducted a study among 
some 20 or more member companies writing rural group business. 
The chief problems mentioned by companies were: Lack of partici- 
pation; lack of accurate research and records; lack of initiative of key 
personnel collecting premiums; underwriting older persons. 

Two principal methods of group handling were found prevalent. 
First, through cooperative farm marketing and service associations, 
patron groups, church groups, and in one case, among farm depositors 
in rural banks. Second through county farm bureaus with group 
variations. 

Much hope for utilization of group insurance concepts among rural 
eroups still exist. Whether true group contracts are used or other 
types of handling such as association group, blanket or franchise, the 
statutes and individual situations should govern. Suffice it to say 
that rural residents are inveterate joiners and numerous organizations 
of all types exist which can use group insurance concepts to the 
advantage of their membership. 

The growth of the smali group application to employers of from 
10 to 25 employees offers much opportunity in rural areas. The 
conference study showed two companies with farm bureau operations. 
The California plan operated through the State farm bureau organiza- 
tion covers some 20,000 members for hospitalization and surgical 
benefits. At present, our company covers county farm bureaus in 
3 States, but it is the plan in Ohio, which is the largest, covering some 
20,000 members, and has been in existence some 13 years, that I 
would like to describe in more detail and should be of some interest. 

The Ohio plan covers active farm members and eligible dependents 
of the various county farm bureau associations, including county 
cooperative employees, agricultural teachers and extension workers. 
Benefits have been revised and at present a $7 a day, 31-day hos- 
pitalization benefit, a $200 surgical schedule, with 100 percent of all 
actual and reasonable miscellaneous hospital services and polio cover- 
age is provided to both members and dependents. 

Participation continues around 50 percent but most significantly a 
recent survey of age distribution shows 10 percent over 55 and under 
60, another 10 percent over 60 but under 65, with about 30 percent 
over 65, or about 50 percent of the group insured is over age 55. 

A study of claims paid shows about 70 percent of the bills incurred 
for services are met by benefit payments within the contract pro- 
visions. If known additional medical costs incurred were taken into 
consideration, the proportion of bills actually met would be about 
65 percent: 

1. 59 percent of the room and board portion were reimbursed. 
2. 92 percent of the miscellaneous medical costs were paid. 
3. 62 percent of the surgical bills were reimbursed. 

As you can imagine, the experience of this plan has not been par- 
ticularly satisfactory from a loss-ratio standpoint. In spite of the 
overage member problem, the new member participation difficulties, 
and collection administration problems, both the Ohio Farm Bureau 


16 STUDIES OF THE AGED AND AGING 


Federation, our sponsoring body in Ohio, and our companies share a 
feeling of pride in the insurance service provided through this plan 
to these rural residents over the years. 

One claim incident may be of particular interest. In one county 
area, not in Ohio, we discovered an unusual number of short-stay 
hospital claims. Upon closer examination, it was found that several 
doctors were hospitalizing patients unnecessarily for the purpose of 
normal calls. After a conference with the hospital staff concerned, 
our experience was improved. Incidentally, the hospital staff was 
surprised to learn the amount of medical care we were financing each 
year in their county. This type of experience has not been confined 
to rural areas, for we have had the same situation in urban areas which 
was discernible. At this point, I would like to pay tribute to our 
hospitals and the medical profession generally. Over the years, our 
experience with them in connection with auto claims, other casualty 
lines, life, and accident and health has been almost without exception 
quite excellent, especially in rural areas. 


CONCLUSION 


I believe it is clear that there is areal need for more health-insurance 
coverage in rural areas. It is also true that there is increased ability 
to pay for health-insurance coverage. Likewise, it is true that, despite 
poor public-relation rumbles, rural people will buy more adequate 
health-insurance coverage if it is properly sold and serviced. Weneed 
better distribution in rural areas to meet the opportunity. 

Healthy competition must be encouraged in rural areas by our 
industry. The known rural market is certainly large enough to en- 
gage some attention by all accident and health carriers. In fact, the 
entry into the accident and health field by additional life carriers 
with existing rural agency plant should definitely be encouraged. The 
very dispersion of the rural market will prevent any small group of 
companies from meeting the need for more adequate health-insurance 
coverage. This is an industry opportunity as well as an industry 
obligation. 

The mere appointment of more rural resident agents will not be 
enough; agents must be educated, trained, and motivated to do a job 
of sound health-insurance selling and service. Combination selling 
with life insurance is quite feasible in the rural market. 

Just as life insurance is the only way known to man to create an 
immediate estate, so, too, is health insurance the only way known 
to provide dollars when accident or sickness strikes. Only capable 
salesmen are worthy of this trust. The rewards for this kind of 
service to people are good. Proper leadership will provide quality 
distribution. 

If our industry wishes to preserve the institution of voluntary 
health insurance, it must meet the needs of people. We are meeting 
the needs, the increasing needs, of the urban market better each year. 
I am sure we can show greater progress in meeting the needs of the 
rural population if each of us will do our part and encourage positive 
action now. 

Our health-insurance industry is a humanitarian enterprise; it is 
becoming a great force in our economy. Let’s remind ourselves that 
the price of real greatness is continued growth and progress in the 
service of all our people. 


4. BLUE CROSS PROVISIONS FOR PERSONS AGED 65 AND 
OVER, JANUARY 1956! 


By Agnes Ww. Brewster, Division of Research and Statistics, Office of 
the Commissioner, Social Security Administration, Department of 
Health, Education, and Welfare 


Blue Cross plans are the major source of prepaid protection against 
the costs of hospital care among the population aged 65 and over. 
The membership of older persons in the Blue Cross plans stems from 
i or 4 types of contract, listed in the order of their numerical impor- 
ance: 

1) “Left employ” (i. ¢., “left group”) contracts. 

2) Nongroup contracts. 

: Group contracts, where the 65-year-old is still working. 

(4) Group contracts which include retired as well as active 
employees. 

Most of the people in the higher ages who are enrolled in Blue Cross 
plans have converted the group contract which covered them while 
still at work into a “left employ” contract which has enabled them to 
continue their protection and that of their wives and families after 
retirement. Some persons past 65 acquired coverage on a nongroup 
basis prior to passing this milestone and are continuing this coverage. 
Since 51 plans will enroll persons as part of a group regardless of age, 
some older people who are still at work have become initially covered 
after their 65th birthday. Increasingly group contracts are being 
written to provide continuation of protection to active employees 
whose retirement occurs after the contract goes into effect. 

A variation on the more usual methods of covering older persons 
has been developed by the Federal Reserve banks’ retirement plan. 
Their retired employees, formerly covered as “left employ” members 
of Blue Cross plans throughout the country, have been turned into a 
group. Their Blue Cross premiums and benefits are now uniform 
regardless of their location. Premiums are deducted from their pen- 
sion checks and transmitted to a single Blue Cross plan. 

Table 1 shows the age limits in effect in the 80 Blue Cross plans for 
initial enrollment on a group or nongroup basis. While 51 plans have 
none, 29 plans have age limits on group enrollment and 5 of these 
plans do not offer any form of nongroup enrollment. Among the 75 
plans that have mechanisms for nongroup enrollment, 9 have no age 
limits, but the majority do not accept people who have passed their 
65th birthday. Nongroup enrollment is permitted throughout the 
year in a few Blue Cross plans but generally the plans open their 
enrollment briefly to nongroup applicants once or twice a year for a 
short period in an effort to limit the chances of too adverse a selection 
foe roared by Agnes W. Brewster from plan summaries in the Blue Cross Guide, January 


Source: Research and Statistics Note No. 32, August 18, 1956. U.S. Department of 
Health, Education, and Welfare, Social Security Administration, Division of Program 
Research. 
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of risk. Exclusion of coverage of preexisting conditions or coverage 
only after a waiting period is usual for nongroup enrollment; 59 of 
the plans require a health statement with the application. Some plans 
may refuse to enroll a person in poor health. 

Since the majority of older members in Blue Cross plans are now 
and are likely in the future to have their protection through a “left. 
employ” contract, it is of interest to examine the cost of this pro- 
tection, the benefits available, and the significance of added premium 
costs of “left group” contracts in relation to the reduced income of 
those who are retired and no longer benefiting from employer par- 
ticipation in premium costs. 

Table 2 shows the annual “left employ” premium rates charged for 
1 person and for family coverage among the 80 Blue Cross plans. 
For a single person the median is between $24 and $30 a year, or $2 
to $2.50 per month. For a family the median is between $60 and $66, 
or $5 to $5.50 per month. The range for a single person is from $1 
to $5 a month and for a family from $3.50 to $10. 

The cost of a nongroup Blue Cross contract for 1-person coverage 
is the same as for a “left employ” single person contract in 56 of the 
75 plans that offer nongroup enrollment. In five plans the cost is 
somewhat less because the benefits are reduced or the restrictions are 
more stringent. Eleven plans charge more for the nongroup contract 
than for the “left employ” contract. In two plans the nongroup rate 
1s raised when the member reaches age 65. 

The number of days of hospital care per person aged 65 and over 
averages about double that for younger adults. Blue Cross plans 
vary in the extent to which they attempt to confine these recognized 
added costs to the groups containing high proportions of older persons, 
or pass them along to the entire membership of the plan. Increases 
in premium or reductions in benefits are designed to offset the higher 
utilization of the “left employ” subscribers. Some of the increase 
covers the additional cost of handling individual billings and col- 
lections of premiums, obviously more expensive than group billing: 
and collection of premiums through payroll deduction. 

In all but two plans, premium rates for “left employ” contracts 
are higher than those for the group contract (table 3). Of the 2 
plans that do not increase rates, 1 does reduce the scale of benefits. 
A total of 56 plans maintained the same benefits but increased premium 
charges by amounts varying from less than $3 to more than $15 for 
a family. Twenty-three plans reduce benefits below those available 
to group members, with all except one plan also adding to the annual 
“premium cost. 

Among the 23 plans which are counted in table 3 as reducing bene- 
fits for “left employ” members, there are 10 in which the member: 
must accept a lower scale of benefits than were available under the 
group contract and 13 in which the member is restricted to certain 
certificates, and the scale of benefits is also below the level for the 
eroup. Straight reductions in benefit days or application of the bene- 
fit days per year rather than per disability is the most usual form 
of reduction. Other reductions are achieved by limiting the per diem. 
benefit. 

In the preparation of table 3, comparable group and nongroup con-. 
tracts were used to determine differentials in the two rates. Twenty- 
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seven plans restrict the “left employ” member to certain certificates 
after leaving the group. The restriction generally takes the form of 
making him ineligible for the more comprehensive certificate offered 
by the plan on a group basis (such as 70 or 120 days per disability), 
and limiting him to the standard contract. However, 30 of the 80 
plans continue the same benefits after leaving the group. Table 4 
shows the number of days of care and the type of accommodation pro- 
vided to “left employ” members; 83 plans provide 50 or more days 
of full or basic benefit. 

In an earlier research and statistics note, tabulations correspond- 
ing to those in tables 1 to 4 for 1955 were given for Blue Cross plans 
for 1954. Little change was noted in the 12-month interim with 
respect to age limits on initial enroilment, whether group or nongroup ; 
1 plan formerly with no age limit on nongroup now puts age 65 as the 
limit, but 2 plans have abandoned a lower age limit in favor of age 65. 
Premium costs for “left employ” contracts have risen, as they have 
for group enrollment. Offsetting the increase in premium costs, how- 
ever, are distinct improvements made by a number of plans in the 
number of days of benefits provided and/or in the dollar amount of 
daily benefit. Only 17 plans this year, in contrast to 23 a year ago, 
provide as little as 21 days of basic benefit; 14 of the 17 give additional 
days of partial benefit. Eight plans, compared with 5 a year ago, offer 
90 or 120 days of basic benefit. Nineteen, instead of 17, provide 70 
or 75 days of basic benefit (table 4). 

Lack of information on the age of people enrolled in Blue Cross 
plans precludes an analysis in terms of the actual benefits available to 
older persons. Even though such data are not obtainable, it may be 
assumed that large plans in industrial areas have a large proportion 
of the older Blue Cross members included in their enrollment. Where 
these plans have a broad scale of benefits, many older persons un- 
doubtedly have good protection against hospital costs. Where the 
general scale of Blue Cross benefits is not particularly good, older plan 
members will, even more than younger members of the plans, have 
less adequate protection. 


TABLE 1.—Number of Blue Cross plans, according to age limits for group and 
nongroup enrollment of adults, January 1956 


Nongroup enrollment 











— 


























Age limit for initial Group 
enroliment enroll- Plan has Plan per- Age limit for nongroup enrollment 
ment no non- mits non- 
group group 
enrollment | enrollment | No limit | 55 to 56 60 65 66 
ROA a= ee te 80 5 75 9 1 10 51 4 
Norge: lMnmiti. 22.2 ===! : 1 51 1 50 OU epee teers 6 32 3 
WrderiG0s 23 2 3-5 iia fies at eer Lice ners ie |e ae A LS eee al | ees oe 
NU TIGhKeTRO Dees eas a eT 227 4 Oe eee 1 3 TOA een 2% 
MICE OG ee ee= 2 ose. ert lat sh owten tu Meee Me aio eee col ee od oe 3 oe 1 
| 





1 Several of these plans have age limits on initial enro!Iment of dependents or sponsored dependents. 
2 For 2 plans the 65-year age limit applies only to groups of 10 or less; there is no age limit on larger groups, 
For another plan the age limit of 65 does not apply if the employer contributes to the premium, 
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TABLE 2.—Numober of Blue Cross plans distributed by annual premium rate for 
“left-employ” contract, January 1956 





Annual premium rate 1-person | Family Annual premium rate 1-person | Family 
coverage | coverage _ | coverage | coverage 
otdle. a2 S24 2eeena os ae 80 SO PAS CONDOS LG Oeca ne eee ee eee lee ee 12 
—_—_—__ |__| $54 to $59.99. .._.-.u 2 Lk 12 13 
S12 to Sl 790 32 2 st ee Oe aaa SO0ECOnSOD.09 eS ees Lae) oe oe eee Ieee 12 
SUS MHOSZS ORs oes = Sa Ae tete eee cae SOOO STR OOe =. 2 =. Se | ee eee 10 
$94 tOis29,90 228 te ee Das | Se pes apt a $12) tO SUR OO = <a eins ae el eee 13 
SSUEt ORS Og awe eee INLOM ce oe ee STS OSS ee se ee ee eee epee 4 
SSO TOSS OOS shims. Pee utd ie lee tm Bare ae) Ee SSA COURS O00 Fee ee Be as eee 4 
$42) COnpAT OO ee cake ee eee 5 Don ePOO RENT COW. Cia ee eee gm ee cee 26 


! Includes 1 plan covering hospital-surgical-medical]. 
2 Includes 2 plans covering hospital-surgical-medical. 


TABLE 3.—Number of Blue Oross plans distributed by additional cost per year ar 
“left-employ” contract over group contract * 





Plans not reducing Plans reducing 
benefits benefits 





Additional annual cost of ‘left-employ’’ contract 


1-person Family 1-person Family 
coverage coverage coverage coverage 


—_———_— | | | ee="he 


ENO tal soe A he es OP ees Re ae ee eee 57 57 23 23 
ING COdtiONANCOStae =o eee a ses oe ee oo eee 1 il if i 
IGESSAED AIS hs See cele A ee a eee 8 4 2 5 
SS aL ORpO ROO ee koe ae 2 enn Mane A ee PL Stns, ee ee 221 8 10 3 
SOROS OOM eee an Ses Fe et a ee ae eee 315 2312 5 4 
SOA Os SIMO Ook mang Bee S 2S SE area a ea & 10 1 3 
SIG Oma Oana eee etch eee vee See ree Onl emcees 7 15 1 3 
Sloamelomera st. ostee Seer ee ee re eases 0 7 23 24 


1 Based on comparable contracts as shown in Blue Cross Guide, January 1956. Where plans charged 
different rates for men and women (the female rate being higher), an average was used. 

2] pen reduces benefit days for persons 65 years of age or over, whether under group or ‘‘left-employ” 
certificate. 

31 plan reduces benefits for persons 70 years of age or over whether under group or ‘‘eft-employ” 
contract. 
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5. PROVISIONS OF BLUE SHIELD PLANS CONCERNING 
THE AGED! 


Norr.—A Blue Shield Plan is a medical-society sponsored 
plan which has also met the rules of Blue Shield Medical 
Care Plan. Such plans all provide surgery and some supply 
medical care ranging from limited to comprehensive cover- 
age. 

J. Restricrions on [nitran ENROLLMENT 
Number of Blue Shield plans 
Group enrollment Nongroup enrollment 


Age limit for initial enrollment 3 Gee eee Seni Peers A | = Ee Oe Se lS 


Number of | Percentage | Numberof | Percentage 


plans distribution plans distribution 

Ot foc ee ee 66 100. 0 263 100. 0 
INOtace dimitri 245.202. jo ee ee ee | 39 59. 1 7 Wk 
X28 0 Oe ek poees Soe SS SS ae Se 3.0 3 4.7 
NCC GONE ea seu oe lak eee ee eee 24 36. 4 45 WG 
INGO NGISe oc ee co en ele eal eee oe nde eee SA ee 3] 1.5 
ING COQ Ee ae nace cooks cena ee eran eee i 1.5 6 9.5 
NID CRUG ES See ee ot Sone 2 oc RR an ee Oe et ae eae 1 1.5 


1 Includes Blue Shield plans in Hawaii and Puerto Rico. 
23 Blue Shield plans do not accept nongroup enrollments. 
3 After Dec. 31, 1956; prior age limit for this plan was 71. 


Il. TERMINATION OF COVERAGE 


Only one Blue Shield plan terminates coverage after a certain age 
is reached, and this applies only to nongroup enrollees. This plan 
provides for membership for as many years after age 65 as the member 
was continuously enrolled prior to age 65. Since this plan’s age 
limit for initial enrollment of such nongroup enrollees will be age 61. 
beginning with 1957, the minimum coverage after age 65 for such 
members automatically will be 4 years. 


Ill. Benerits AND Rates or PAYMENT 


As long as already enrolled group members of one of the 66 Blue 
Shield plans remain paying members of the group, their rates of 
payment and benefit rights remain the same regardless of age. This 
is also true for the nongroup members in the 63 Blue Shield plans 
which accept such nongroup initial enrollments, except for the one 
plan which provides for termination of coverage based on age (see IT 
above). Payment rates for nongroup members are higher than for 
group members. 

Rates of payments and/or benefit rights, however, generally vary 
when an enrolled group member leaves his group and remains a 
member of the plan in a left-employ or group-conversion category. 


1 Based on information supplied by the National Association of Blue Shield Plans and s izo4 
Department of Health, Education, and Welfare. > Seana Dy 
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Since these categories apply to any member leaving a group for any 
reason, they include younger as well as older persons (retirees). The 
provisions for such categories are summarized as follows: 








Plans 
Number Percentage 
distribution 
DY SN IE Ee OE ee ee Pen tae Se Lee ate Bee ee 66 100. 0: 
INorehanrernerates Ombenetits. 522555 ne on Sie ete ee 12 18. 2; 
No change in benefits but rates are increased 1_._._._-.....-_-_-------.------ 44 66. 7 
Benefits are reduced and rates are varied_.._-_____._-_-_--_----_------_------ 10 15.1 


1 The median increase in family rates is about 18 percent. 


6. MEETING MEDICAL COSTS FOR OLDER PEOPLE 


William S. McNary, executive vice president, Michigan Hospital 
Service 


Delivered at the Ninth Annual Conference on Aging, University of Michigan, 
Ann Arbor, July 9, 1956 


I have been asked to discuss with you today the aged population 
vroup as it affects Michigan Hospital Service, the Blue Cross, and 
Michigan Medical Service, the Blue Shield plan. These two organi- 
zations, the hospital plan and the medical plan, work together very 
closely in Michigan. They have virtually the same membership, 
basically like policies, and the Blue Cross enrollment staff operates 
the enrollment program for both organizations. 

I will confine most of my remarks to my own organization, Blue 
Cross, but please keep in mind that in enrollment policies and member- 
ship, what I say applies with few variations to Blue Shield. 

The statistics which I will cite from Michigan Hospital Service were 
developed in part from sampling studies and in part from complete 
tabulations of data. The variations due to sampling are less than 2 
percent. 

Michigan Hospital Service has an enrollment of over 3,600,000 
members, or slightly better than half the population of this State. 
This membership represents 2,200,000 adults, 20 years of age and 
over by our definition, and 1,400,000 dependent children under 20 years 
of age. 

Since we are concerned here today with the aged I will confine my 
remarks and statistics to these 2,200,000 adult members. I will 
explain first how these people became members, how they have 
remained members, and I will outline their benefits. 

Second, I will discuss the present number of members now over 
65 and/or on retirement. 

And, third, I will report briefly on the hospital utilization of the aged 
as compared with the general population. } 

First I would like to point out that the Blue Cross movement in 
Michigan, as well as in other sections and States, has developed as a 
community enterprise—as a nonprofit organization sponsored by the 
hospitals and doctors and directed by boards of trustees chosen from 
these professions and from the community at large. Because of this 
background we have made every effort to cover as many people as 
wish to join, with the fewest possible restrictions. Naturally there 
must be underwriting rules to prevent too adverse selection against 
plans, but a primary objective is to make our service available to 
all. 

In line with this philosophy, Blue Cross has no age limits on its 
membership. There is one exception to this which I will tell you about 
in a few minutes. With this same exception, subscribers and their 
families join through some form of group enrollment. Since this 
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method relieves us to a large extent from selection against the plan, 
we are able to offer these members a very comprehensive contract at 
‘minimal cost. Although there are a number of choices available under 
this comprehensive plan, the basic benefits are 120 days of hospital 

care (either ward or semiprivate, at the subscriber’s choice) covering 
room and board and all hospital services and supplies with the excep- 
tion of blood which normally can be obtained by the patient without 
cost. 

The Blue Shield surgical certificate pays doctors of medicine aind 
osteopaths according to a schedule of benefits for surgical, obstetrical, 
diagnostic X-ray, and anesthesia service rendered to hospital bed 
patients, or, in case of emergency, in an outpatient department or 
doctor’s office. The medical-surgical certificate has these benefits 
plus payments to doctors for services to nonsurgical inpatients. 

I mentioned a benefit schedule. Blue Shield offers the choice of 
either a $2,500 contract or a $5,000 contract—a larger fee being paid 
under the latter. Very important to most subscribers, but especially 
important to the aged, is the fact that participating physicians have 
agreed to take this fee as full payment for services covered by the 
contract if the patient’s average family income does not exceed the 
stated amount; that is, either $2,500 or $5,000, depending on the con- 
tract, for a family and $2,000 or $3,750 for a single person. Thus, 
most retirees can feel confident of having a real ‘‘service’”’ contract as 
against an “indemnity” type where the physician can charge over 
and above the insurance benefit. 

The majority of subscribers (80 percent) are enrolled through their 
places of employment and may continue with group rates and bene- 
fits as long as they stay with their employer. We have no age limit 
and if they are not retired at 65 by their employer, they continue 
membership. We do not know how many people over 65 are so em- 
ployed. Neither retirement nor termination of employment for any 
other reason means loss of coverage. The ex-employee can convert 
his and his family’s coverage to a direct pay contract. Since this is 
at the ex-empicyee’s option there is some selection against the plan. 
Therefore we limit care to 30 days per member, limit maternity bene- 
fits somewhat, and the cost is 10 percent greater than the group rate. 
This same provision applies to all regardless of age or reason for leav- 
ing employment. 

We go much further than this for the retiree where an employer 
has a formal retirement plan. If certain conditions are met, we allow 
the retirees of a group to retain the same benefits and rate as may be 
maintained by the active group. These conditions are: 

1. It must be a formal retirement program, in trust or funded. 

2. The active employee group out of which the retired group 
is built shall have maintained a minimum of 75 percent enroll- 
ment for at least the last 2 years or since the inception of the 
group, whichever is the lesser. There is no percentage require- 
ment for the retired section, only the active. 

3. The custodian of the employee retirement fund shall agree 
to make deductions from the pension check much in the manner 
in which a company payroll office has the responsibility to make 
payroll deductions. Only employer-employee groups in which 
payroll and pension deductions are made are eligible for this 
program. 
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At the time such a retiree group is formed, all retirees of the group 
are usually allowed to join—no matter how long they have been re- 
tired. New retirees may elect to join at once. In either case if they 
wish to join they must do so at their first opportunity as there is no 
reopening for retirees. 

The retiree is given the opportunity to “downgrade’’ his benefits 
and subscription charges. For instance, if he carries a comprehensive 
semiprivate hospital contract and a $5,000 medical-surgical contract 
while working, he may change to ward hospital care and the $2,500 
surgical contract upon retirement. 

At the present time, we have 159 groups with this coverage for re- 
tired personnel and their families. These groups cover over half of 
our entire adult membership. To be specific, they represent 1,101,395 
active employees and their spouses, and 49,757 retired employees and 
spouses and in some cases other dependents. 

We have many members on a group basis outside their place of 
employment. Most of these join through some type of association— 
such as a professional society or trade association. Here again, there 
is no age limit and a large percentage remain with this type of group 
beyond the normal retirement age found in industry. For example, 
we have 79,313 adults enrolled through either the Farm Bureau or 
Grange. Of these, 17,931 are now 65 or older. This is 22.6 percent 
of the group (in fact 10,344 or 13 percent are at least 70 years of age). 

Annually, we open enrollment for a period of 2 to 3 weeks to all 
people who are unable to join Blue Cross and Blue Shield through a 
eroup. This is called our nongroup enrollment and is the one spot 
where an age limitation is placed. However, I think you will agree 
it is a liberal one. The only rules are that the subscriber must be 
under 65 at the time of enrollment, and that a married person must 
enroll his or her spouse. There is no age limit on the spouse; there- 
fore, if either is under 65, both may join. Benefits are the same as 
for our direct pay members, those who continue individually after 
leaving a group, with three exceptions: 

1. Instead of either a ward or semiprivate contract, a dollar 
amount is given for room and board—this is either $8 or $12 a 
day, at the subscriber’s choice. 

2. Pre-existing conditions and tonsil and adenoid removal for 
children are not covered for the first 6 months following enroll- 
ment. 

3. The Blue Shield benefit is limited to the $2,500 surgical 
contract. 

Rates for nongroup are low. In fact, the Blue Cross nongroup 
family rate with the $12-a-day room allowance is slightly under the 
comprehensive ward contract rate on a group basis. 

At the present time we have 118,547 adults enrolled in nongroup. 
Of these 16,004 or 13.5 percent are now at least 65. 

You will recall that our direct pay members are those who continue 
membership after leaving their group and who do not enter a retiree 
croup program. At the present time, we have 189,144 adults in this 
classification of which 16,456 or 8.7 percent are 65 and over. 

To summarize our present status: Out of 2,200,000 adult members, 
we know that 110,000 are in either retiree groups or over 65 on direct 
pay, nongroup, or other group enrollment. This is 5 percent of our 
total adult membership. I am told that slightly over 11 percent of 
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Michigan’s adults are 65 and up. That our percentage is almost 
half of this, I feel shows a real effort to make care available to all. 

Blue Cross began by enrolling industry—this meant the worker 
and his family. Our membership among older people was, therefore, 
very small in the beginning. It is growing and it is entirely fore- 
seeable that we will soon have our full share of the 65-and-over 
population group. 

Any present Blue Cross member may continue membership as long 
as he wishes. In fact, over two-thirds of the adults now enrolled 
may continue after 65 with the same benefits and rates as may be 
enjoyed by the active groups from which they came. As more 
retiree groups come in, this percentage will increase. All others 
may convert to direct pay upon leaving an active Blue Cross-Blue 
Shield group. No one is denied. 

Thus, you can see that the Blue Cross movement is not ignoring 
the aged. Quite the contrary is true. We feel that they deserve 
membership on an equal basis with all others and most assuredly 
they need equal treatment—and that is what they receive. The 
enrollment restrictions we have are an attempt to guard against 
direct abuse and individual selection against us, by those who know 
they need the benefits immediately and they are not primarily aimed 
at any one group—such as the aged. 

The average age of our membership is rising faster than is the 
average age of the general population. What does this trend mean 

o Blue Cross in terms of income and expenses? There can be no 
doubt but that it means greater utilization—a greater number of 
hospital days per member. But, what is the extent of this problem? 
Let us examine our experience with retiree groups. 

Most of our retiree groups have had only 2 or 3 years of experience. 
This is not a long-enough period of time to show the picture accurately. 
Therefore, my remarks are not intended to show precise calculations, 
but rather to point out in general terms what may face us. 

So far, our expense for the hospital care of retiree groups has been 
about 161 percent of our expense for their parent groups. By parent 
eroups I mean the active employees, together with their families, 
working for those same 159 employers which have formed retiree 
eroups. This figure of 161 percent is derived from a study of the 
experience of 35 of these 159 groups. These 35 groups have paid 
about $12 million in Blue Cross subscription charges during the 4 years 
ending December 31, 1954. Hospital charges per day average $17.39 
for retirees against $22.19 for members of the active parent group. 
Hospital charges per case were $250.88 for retirees and $151.15 for 
actives. The same general tendency seems to be evidenced in Blue 
Shield costs. Blue Shield average cost per service for these same 
35 groups of retirees amounted to $41.46 while for the parent groups 
the average cost per service was $34.71. 

This greater cost is due primarily to the length of hospital stay 
among the older groups. The admission rate per member is quite 
comparable. It must be remembered here that about 20 percent of 
hospital admissions under Blue Cross are for maternity care. Natu- 
rally, retiree groups do not use the hospital to any extent for this 
purpose. Their greater use of the hospital for surgical and medical 
treatment seems to about equalize the loss of maternity admissions— 
making the overall admission rate the same. 
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However, the average length of stay per case for those in our retiree 
groups runs 14.4 days—or just about twice the average for the plan 
“as a whole. | 

It is interesting to note that a study 1 made by the Social Security 
Administration in 1952 found that utilization by the noninstitutional 
aged population was 106 percent higher than utilization by the gen- 
eral population. The survey also found that the hospital admission 
‘rate for the 65 years-and-over group without prepaid hospitalization 
was 60 percent of that for those over 65 who had hospital insurance. 
However, the average length of stay was very much longer for the 
noncovered group—being 27 days per admission as against 14.7 days 
for the covered group. This latter figure certainly conforms to our 
own experience of 14.4 days per case. It seems obvious from this 
report that the noncovered aged group need more hospital care than 
they receive and that once forced into the hospital, it is for a major 
cause of prolonged duration. 

If we assume that (1) those over 65 have at least twice the utiliza- 
tion of the general public, (2) 5 percent of Blue Cross adults are now 
at least 65, and (8) we will eventually have more than 10 percent of 
our adults over 65, then we can see an overall increase in utilization 
of from 5 to 7 percent from this cause. Some of this may be over- 
come in the future by making use of convalescent homes and outside 
nursing care in certain cases. 

There is another important point regarding the aged and hospitali- 
zation coverage. This is “the ability to pay.’”’ I believe our present 
arrangement for retiree groups goes a long way to help solve this 
problem. ‘To push this development was one of the two major recom- 
mendations for covering the aged made by the commission on financing 
of hospital care—of which I had the honor to bea member. The other 
recommendation was the inclusion of a provision in the Federal Old 
Age and Survivors Insurance program for hospitalization protection 
for needy beneficiaries receiving monthly income-maintenance benefits 
under this program, provided — 

(a) That the certification and administration of funds for hos- 
pital benefits be the responsibility of State and local agencies, and 
(b) That the protection be provided by the local administering 
agency through purchase of voluntary prepayment from OASI 
funds or by direct payments to hospitals on a reimbursable cost 
basis from such funds. 3 

All of the experience I have referred to so far comes from the Michi- 
gan Blue Cross and Blue Shield plans. JI have also some limited data 
which was developed by a joint American Hospital Association- 
Blue Cross Commission committee from data submitted by 14 Blue 
Cross plans located in various parts of the United States. This 
data is much less favorable in terms of utilization by the aged than the 
Michigan experience. 

According to the national study, adults from 20 to 64 years of age 
use approximately 1,035 days of hospital care per thousand members. 
This figure includes routine obstetrical care. Blue Cross members 
65 years and over used approximately 2,800 days per thousand mem- 
bers. It was the conclusion of the committee that the excess hospitali- 
zation for ages 65 and over, as measured in days of hospitalization, 


1 Source: I. 8. Falk and A. W. Brewster: Hospitalization and Insurance Among Aged Persons, a Study 
Based on a Census Survey in March 1952. Department of Health, Education, and Welfare, Social 
Security Administration, Bureau Report No. 18, Washington, April 1953. 
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might run as high as 2% days per person per year or possibly slightly 
more. The committee’s conclusion was that the cost of this care for 
persons 65 and over would be nearly three times the cost of hospital 
care for those under 65. It seems to me that this latter conclusion 
fails to take into consideration the lower average daily hospital cost 
for the older people. Based on the data available to the committee, 
it would seem to me that the committee’s estimates are on the high 
side, but that may be wishful thinking. 

The 14 plans participating in the national study reported percentages 
of persons over 65 from a low of 2.3 percent to a high of 11.2 percent 
in group remittance and group conversion membership. Group re- 
mittance alone varied from 1.8 percent to 6.9 percent adults over 65. 
The group conversion category varied from a low of 5.2 percent to a 
high of 23.9 percent adults over 65. The average would appear to be 
about the same as Michigan or slightly higher. Under the nongroup 
category, the variations are greater. One plan reported 43.2 percent 
of its nongroup adults in the over 65 group. 

As times goes on, we will have much more complete and more accu- 
rate data regarding the utilization of hospital and medical care by the 
aged. In my judgment, it is terribly important to the voluntary 
hospitals and to the present voluntary health care system to solve 
this problem. The fact is that older people need more medical care 
than young people. It does not answer the problem to provide fewer 
benefits at a higher cost to the individual at a time when his needs 
increase and his income is probably less. We think in Michigan Blue 
Cross and Blue Shield that we have taken an important step forward 
by making group benefits available at group rates to retired Michigan 
workers. 


7 MEETING THE MEDICAL COSTS OF OLDER PEOPLE 
WITH COOPERATIVE PLANS 


Robert E. Van Goor, general manager, Cooperative Health Federation 
of America, Chicago, Ill. 


Delivered at the University of Michigan conference on aging, July 10, 1956 


The Cooperative Health Federation of America is an association of 
prepaid group-health plans (and other organizations sympathetic to 
this movement) in the United States and Canada. Some 30 of its 
member organizations are health insurance and direct-service-health 
plans sponsored by consumer, community, labor, and rural groups. 
All are dedicated to enabling people to gain access, by their own efforts 
and at reasonable cost, to high quality health care which modern 
medical science makes possible. 

Much of the following information was received in answer to a 
letter sent 11 Cooperative Health Federation of America member 
plans in the United States, representative of Cooperative Health 
Federation of America’s health-plan membership. Not much sta- 
tistical information is available from these plans on members over 
age 65. Other kinds of information were submitted which I think 
should be helpful when considering how best to meet and finance the 
health needs of older people. 


COOPERATIVE HEALTH INSURANCE PLANS 


Three of the eleven Cooperative Health Federation of America 
member organizations contacted are cooperative cash-indemnity 
health-insurance plans having a number of members in rural areas of 
States in the Northwestern, North Central, and Northeastern parts 
of the United States. These plans provide medical-surgical-hospital 
coverage for over-age-65 members of groups at the same premium rates 
and eligibility requirements as for under-age-65 members of the group. 
Two of the plans provide major medical expense insurance to all 
members of a group. 

One of the plans has worked out agreements with several hospitals 
and with doctors in rural areas to accept its fee schedule, regardless 
of the member’s age, as payment in full for services rendered. Two 
of the plans have developed rural-group coverage for all persons, 
regardless of age, through countywide farm organizations and co- 
operative creameries. The other plan, with no age limit whatever, 
has actually sought individual family memberships rather than group 
memberships. 

All three cooperative-insurance plans surveyed provide coverage 
for over-age-65 persons through individual policies, too, but with 
varying degrees of benefit limitations and higher monthly premiums. 
All three reported higher claims costs for their over-age-65 members. 

Two of these three insurance plans have a limited health-education 
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program for members, but it is not geared specifically for older persons. 
One plan publishes a bimonthly magazine; the other sponsors a bi- 
monthly TV program in the area where its members live. 


AMBULATORY PLANS 


Two of the 11 CHFA member health plans contacted are union- 
sponsored plans, providing through their own clinics direct health 
services to ambulatory patients, including retired persons over age 65. 
One plan serves both members and dependents; the other, the union 
member and his wife. One of the plans has maintained active contact 
with community agencies, both public and voluntary, through which | 
additional services are available to supplement the clinic’s services. 
Cash indemnity hospital and surgical coverage is paid for out of the 
unions’ health and welfare funds. From April 1955 through March 
1956, 19.6 percent of new patients registered at one of the union- 
sponsored ambulatory plans were over 60 years of age. Both plans 
carry general articles on health education in their regular publications. 

Upon retirement, the clinics’ services are still available, with either 
the union or member paying a very modest annual premium. 

A retired member evaluated the direct service ambulatory clinic as 
“* * * one of the finest achievements of the union.” 


COMPREHENSIVE DIRECT-SERVICE PLANS 


The remaining six plans surveyed provide direct medical and surgical 
services to their members. [Four of the six also provide hospital 
benefits; three have their own hospitals. Members of the final two 
plans receive hospital benefits from another health plan, often Blue 
Cross. None of the six plans make cash indemnity insurance pay- 
ments to members utilizing any of the benefits. Instead, their mem- 
bers receive, regardless of age, comprehensive—preventive and cura- 
tive—health services of high quality through prepaid group medical 
practice, with the consumer members having a voice in determining 
economic policy of the plan and the medical staff controlling the 
practice of medicine. 

There are relatively few extra charges, so that a member need not 
hesitate, because of a dollar barrier, to see his doctor whenever he 
needs him. 

One plan even provides restorative and maintenance-care dentistry. 
Three have out-of-service-area benefits for members taken ill or 
injured away from home. Visiting-nurse services are provided by 
two of the comprehensive direct-service plans. 

Two of the plans do not accept as individual members persons over 
age 65. One accepts individual members over age 60, but with 
reduced benefits. All accept members in groups, regardless of age. 
Two of the plans accept only groups. All six comprehensive direct- 
service plans issue noncancellable policies, accept conversions from 
eroup to individual membership without penalty, and continue cover- 
age for retired persons without reducing benefits or increasing rates. 

The six comprehensive plans surveyed provide services to approxi- 
mately 580,000 people. Four plans are in large cities, two in small 
towns. Four are sponsored by cooperatives, 1 by a labor union, 
and 1 is a community-type plan. 
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Premium rates for comprehensive medical-surgical-hospital care for 
husband and wife over age 65 in direct-service plans range from $90 
to $150 per year, depending in large measure where the plan is located. 
A 1954 survey of self-supporting retired persons over age 65 in New 
York City showed a man and wife budgeted $156 a year for health 
care; single persons living alone, $70.20. 

Percentage of members over age 65 in the 6 plans ranges from a 
low of 1.5 pereent in the larger plans to a high of 22 percent in the 
smaller ones. The highest percentage is in a rural plan. 

Utilization statistics show that, in 1954, the largest direct-service 
plan surveyed rendered 7.6 services to over-age-65 males, 6.5 services 
to over-age-65 females, 4.7 services to all males, and 5.5 services to 
all females. In 1953, the second largest plan had similar figures: | 
7.4 services to over-age-65 males, 6.9 services to over-age-65 females, 
4.8 services to all males, and 6.4 services to all females. The latter 
plan assigned a given dollar value to each service (which does not 
represent service cost). It found that the 7.2 services rendered per 
individual over age 65 had a service value of $7.07 per service; 5.61 
services per individual, regardless of age, had a service value of $8.15 
per service. 

A survey made several years ago by the largest of the 6 plans indi- 
cated general physicians rendered 60 percent of the services members 
over age 50 received; specialists rendered 40 percent of the services. 
Physicians saw their patients at the office, 79.4 percent; at the 
patient’s home, 6.6 percent; and in the hospital, 14 percent. The 
surveys’ authors stated that the total physicians’ services used by 
these older people are certainly not so excessive as to constitute a 
serious burden upon the plan or its physicians. 

The executive director of one of the larger direct service plans 
said the percentage of members over age 65 hospitalized in general 
hospitals is about the same as for under age 65 members in their plan, 
but the length of hospital stay is longer. The medical director of 
another surveyed direct service plan said the use of general hospital 
beds for convalescent and nursing home care is one of the main 
problems in caring for the aged. Direct service health plans can 
provide comprehensive medical-surgical-general hospital care for 
members over age 65, he said, but the plans need help to meet the 
demands for care in other than general hospitals. 

The rural plan contacted in the survey is using part of its hospital | 
for nursing care now. Another plan is considering the use of nursing 
home beds. And after the completion of its new facilities next year, 
the smallest plan will use its present hospital for a nursing and con- 
valescent home and rehabilitation center. To make better use of 
public and voluntary community agencies, one direct service plan 
has prepared a Guide to Community Resources for its staff to use in 
referring members to agencies providing services not available from 
the plan. This kind of information is especially helpful where 
communities have organized services to meet at least some of the 
health needs of over age 65 persons not met by the health plan itself. 

Health education, emphasizing the value of preventive medicine 
and early diagnosis and detection of disease, is a vital part of the 
program of all six direct service plans surveyed. They use their 
regular publications and regularly scheduled meetings to reach mem- 
bers plus using personal contacts between staff physicians and patients, 
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Three of the plans have health educators onthe staff. One adminis- 
trator said chronic.disease is detected earlier in the. members who use 
the clinic’s facilities regularly than in members and nonmembers who 
use the facilities only occasionally. In practicing preventive medicine, 
direct service health plan doctors do their best to detect sions of disease 
before it becomes serious and expensive. Health education for the 
older patient is necessary if he is to eoqnerate with his doctor in the 
| pseation of preventive medicine. 


CONCLUSIONS AND SUGGESTIONS 


Health needs of persons over age 65 should be viewed in the context 
of their health needs over a lifetime and in the context of the environ- 
ment in which persons over age 65 live. Other workshops are dealing 
with environmental factors. 

Prepaid nonprofit direct service health plans have demonstrated 
thus far that it is possible to provide comprehensive—preventive and 
curative—health services of high quality at reasonable cost to persons 
both under and over age 65. They have enabled doctors working as 
a team through group practice to render high quality health services. 
They have enabled doctors and laymen working together to exercise 
some control over health care costs. Doctors are paid on a salary, 
capitation, or hourly basis, thus avoiding the expensive procedure of 
a fee for every kind of service rendered. These plans have emphasized 
preventive medicine—the positive promotion of health, early diagnosis 
and detection of disease—as well as treatment of illness. 

Direct service plans pay doctors to keep the members well, and if 
possible out of the hospital. Here is budgeting for health services 
with no dollar barrier to stop the patient, young or old, from seeing 
his doctor, and with very few extra costs for members to meet. 

To be added to these comprehensive medical-surgical services are 
hospital benefits provided by nonprofit prepaid hospital service plans. 
This type of hospital plan, recognizing the potential in direct service 
medical-surgical plans to keep people healthy and out of hospitals, 
ought to be willing to offer lower premium rates to members of direct 
service health plans. 

qe high-ranking cooperative insurance company executive has 
said: 

After considerable study, we are satisfied that consumer 
plans for prepaid comprehensive medical care effectively meet 
the needs of consumer groups, reduce the financial burdens 
of iliness, increase the utilization of medical services so as to 
fill adequately the health needs of the insured population, 
improve the scope and quality of medical care and promote 
disease prevention and early detection. Consequently, we 
have undertaken to discover and to study the various ways 
in which we may assist the development of such plans. 


One way would be to combine hospital service benefits with direct 
medical-surgical benefits. Prepaid nursing and convalescent home 
service benefits are worthy of consideration, I think, in order to reduce 
the utilization and cost of expensive general hospital beds often 
occupied unnecessarily by over age 65 persons. A second way would 
be to finance the constructing or acquiring and equipping of medical 
care facilities needed by direct service plans. 
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Another cooperative health insurance organization, a charter 
member and staunch supporter of the Cooperative Health Federation 
of America for many years, has recently financed in its new office 
building facilities for a comprehensive direct service medical-surgical 
plan. Its own hospital plan will be available to members of the direct 
service plan. 

The combination of a nonprofit direct service medical-surgical plan 
and nonprofit hospital plan would appear to be one of the best mech- 
anisms for providing high quality comprehensive health care at 
reasonable cost to many people, including those over age 65. 

Trying to meet the health needs of the aged is a challenging new 
field requiring very careful study and experimentation. The Coopera- 
tive Health Federation of America stands for the right and duty of the 
people to take the initiative to experiment in solving their health 
problems. It is therefore respectfully suggested that the following 
proposals ought to be tried:! 

1. Federal long-term, low-interest-bearing loans be made available 
to help start consumer-controlled, nonprofit comprehensive, direct 
service medical-surgical health plans; restrictive State legislation 
against these plans be repealed; and medical society discrimination 
against doctors who participate in prepaid group practice direct 
service health plans be removed. 

2. Because many aged persons cannot pay the full premium for 
adequate health care, Federal-State grants be made to help pay 
premiums for over age 65 persons who are members of nonprofit 
medical-surgical-hospital plans. 

3. Consideration be given to payment of health plan premiums for 
over age 65 persons through the old-age and survivors insurance 
program. 

4. Retirement programs be expanded to include payment of health 
plan premiums for retirees, and their dependents. 

5. Urge health insurance plans to include under group contracts for 
family coverage at an appropriate premium aged adult dependents 
as defined under the income tax exemption provisions. 

6. Encourage greater use of the 1954 amendments to the Hill-Burton 
Act to construct public and nonprofit diagnostic or treatment centers, 
chronic disease hospitals, rehabilitation facilities, and nursing homes. 

7. Federal-State grants be made for research in gerontology, and to 
finance demonstrations in various methods of providing health care 
for the aged, and to train more persons to serve the health needs 
of the aged. 

8. Community programs, public and voluntary, be developed and 
expanded to supplement the services of nonprofit comprehensive health 
service plans to over age 65 members, particularly home care and 
institutional care programs. 

1On August 24, 1956, the annual meeting of the Cooperative Health Federation adopted a resolution on 
Federal aid to group practice whichis broader than this proposal. Theresolution reads as follows: 

“Be it resolved, That the CHF A reaffirm its support of enactment by Congress of legislation providing for 
direct Federal grants and long-term, low-interest loans and/or federally guaranteed private loans for con- 
struction and equipment of facilities for the group practice of medicine; and be it further 


“Resolved, That the membership of this organization and friends of the program make a particular effort 
to contact their Senators and Congressmen urging them to support this most important legislation.” 


8. HEALTH PROGRAMS FOR CALIFORNIA’S 
SENIOR CITIZENS ! 


Louis Kuplan, executive secretary, Citizens Advisory Committee on 
Aging, State of California 


The mounting interest in California in the problems of aging pays 
tribute to the desire of our citizens and communities to work actively 
and effectively toward the solution of these problems. It is also an 
index of the effectiveness of State departments and agencies in fur- 
nishing technical guidance and encouragement to the local communi- 
ties. There are now some 70 communities throughout the State which 
have citizen groups actively engaged in developing and operating 
programs for older persons. This number does not include the hun- 
dreds of “golden age’ and other senior clubs. These groups are en- 
gaged in a variety of activities which include housing, health, employ- 
ment, counseling, day centers, recreation, education, and services to 
the community by the senior citizens. 

The major impetus for virtualy all of this activity came from the 
governor’s conference on the problems of aging held in 1951 and which 
was attended by more than 2,500 persons who came from all parts of 
California and from every walk of life. They represented almost 
every profession, labor, management, lay persons as well as the senior 
citizens. From this conference emerged the principle that the citizen 
in his own community had the primary responsibility for meeting 
these problems. This principle, which was enunciated clearly and 
sharply, also stated that the State government had the responsibility 
to help the local community by providing technical guidance, but not 
to do the job itself. Obviously the citizens of California meant what 
they said for they went home, rolled up their sleeves and set to work. 
The result has been that no other State can boast of as much local 
activity as can California. 


STATE COMMITTEES 


To provide the technical guidance and stimulation required by the 
local communities the Governor of California, at that time Earl 
Warren, established the Interdepartmental Coordinating Committee 
on Aging composed of the directors of the State departments of 
education, employment, industrial relations, mental hygiene, per- 
sonnel, public health, recreation, social welfare, and veterans’ affairs. 
The Governor’s departmental secretary was also designated as a 
member of the committee. 

Goodwin J. Knight, when he became Governor of California, ex- 
pressed his belief in the importance of local participation in this work 
by asking the Interdepartmental Coordinating Committee on Aging to 
continue its work. Governor Knight was able to go a step further in 
strengthening State and local cooperation in this work. At his request 


1 From California’s Health, July 1, 1956. 
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the 1955 session of the California Legislature enacted legislation which 
established a Citizens Advisory Committee on Aging. The 1956 
special session of the legislature clarified a number of technical details 
in this law. Governor Knight has already appointed the members 
of this new committee. The two committees will complement each 
other and work together’ closely in their efforts to cooperate with 
local communities in attacking and solving the complex problems of 
aging. 
HEALTH PROGRAMS 


Health in the later years is one of the major problems of aging. 
‘This includes not only the maintenance of good health but also the 
treatment of the many chronic ailments which appear to be emphasized 
by our increasing longevity. Interest in the health aspects of aging 
has manifested itself in more ways than can be reported on in a short 
paper. Some of the major activities are reported here. 

Perhaps the logical starting point is emphasis on education in the 
maintenance and understanding of good health in the later years. 
In this area there has been successful collaboration among State 
agencies, local committees on aging, and local adult education pro- 
erams. Among the first to get under way were Sacramento and Los 
Angeles. In Sacramento the Committee on Aging and the Adult 
Education Center, as part of a long range course on ‘retirement 
readiness,’’ offered a series of five lectures on physical health in the 
later years. With the cooperation of the Sacramento Society for 
Medical Improvement which furnished physicians as the lecturers, 
the program offered such subjects as physical changes in the aging 
process, nutrition, circulatory diseases and chronic ailments. In Los 
Angeles, similar lecture series have been offered successfully at a 
number of evening high schools. Lectures on mental health of 
older persons have also been offered in both cities. Many other 
California cities have since followed with similar lecture series. 

A highly interesting experiment in health education is under way 
in West Los Angeles. There the Los Angeles City Health Depart- 
ment and the West Los Angeles Community Council for Senior 
Citizens are jointly offering a biweekly program which brings medical 
experts to speak on health in the later years. The subjects for dis- 
cussion were determined through an interest survey of senior citizens. 
In order of expressed interest’ these are rheumatism, arthritis, eye 
problems, heart disease, blood pressure, mental health, hearing, 
cancer, and a number of other health problems. Local physicians 
and representatives of voluntary health agencies do the lecturing. 

Adequate nutrition has also been found to be a major health prob- 
lem of older people. This may be due to two factors primarily. One 
is the reduced income which comes with retirement. Because of the 
lack of knowledge inadequate and improper substitutions are made 
for the more expensive protein foods such as meat. The other factor 
is that older people who live alone are likely to skimp on the prepara- 
tion of food because of their dislike for solitary dining. Efforts to 
educate older people to the importance of good diet are increasing, 
In Sacramento the Committee on Aging and the American Red Cross 
sponsored a workshop on nutrition which featured proper food prepara- 
tion for older persons. In West Los Angeles the Los Angeles City 
Health Department’s nutritionist is offering a monthly demonstration 


‘STUDIES OF THE AGED AND. AGING 7 


for senior citizens showing how easy it is to prepare tasty, nutritious, 
and economical meals. At the request of the Interdepartmental 
Coordinating Committee on Aging, the State’s Interagency Com- 
‘mittee on Nutrition is preparing leaflets for older people on food needs, 
‘menu planning, and marketing tips. These leaflets will be given wide- 
spread distribution. The State Department of Social Welfare has 
recently revised its regulations for institutions for the aged in which 
considerable attention has been given to the food needs of residents in 
‘these facilities: To supplement these regulations the department has. 
published a cook book which gathers together some of the best recipes. 
from the institutions. These recipes are accompanied by data on 
cost per serving as well as the food values and caloric content of each 
serving. | 

The State Department of Public Health is now sending a quarterly 
leaflet, Nutrition Service Series for Nursing Homes, to all operators 
of nursing homes licensed by the department. These leaflets have 
discussed food needs, supper menus, menu planning, and sodium 
restricted diets. Nutrition consultants have met with senior citizen 
eroups to discuss food needs and problems and have participated in 
workshops for operators of nursing homes. 

It is encouraging to note that the medical societies of the State are 
showing great interest in the health problems of older persons. Many 
of them have established their own committees on aging to facilitate 
cooperation with general community committees on aging. The Cali- 
fornia Academy of General Practice has had such a committee for 
about 3 years. It has worked closely with the State’s interdepart- 
mental coordinating committee and has issued useful and interesting 
reports to its members. The Alameda-Contra Costa County Medical 
Association’s Senior Citizens Committee has developed a school for 
the relatives of older patients. Here evening seminars are offered, 
without charge, to persons referred by their family physicians. Hm- 
phasis is placed upon instructing relatives in how to care for older 
persons in their homes. “At its last annual meeting the Los Angeles 
County Medical Association offered a panel discussion on the care of 
the geriatric patient which featured nationally named experts. 

At its major meeting in 1954 the Redwood chapter of the California 
League for Nursing devoted the entire session to the health problems 
of the older person. The Western Gerontological Society at its first 
two meetings offered discussion panels and papers on similar problems. 

In meeting the health needs of older people, nursing and boarding 
homes play a major role. Many community committees on aging 
have sponsored 1-day workshops for operators of such facilities where 
physicians and nurses have led discussions on the health care of their 
patients and guests. Successful meetings have been held in San Diego, 
Sacramento, Glendale, and San Francisco Bay area. The result has 
been that the operators are requesting more opportunities to learn 
how to improve the quality of the care they offer. <A significant de- 
velopment in this area has been the course now in progress in Santa 
Barbara. The local committee on aging and the adult education 
center are cosponsoring a series of lectures for operators of nursing 
and boarding homes. Lectures include the topics of physical health, 
mental health, and nutrition. In addition to its sponsorship and par- 
ticipation in workshops for operators of nursing homes, the State 
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department of public health provides consultation to the operators 
on recordkeeping, patient care, and other operational activities. 

Other organizations are also working actively and effectively to 
educate their communities to an understanding of the importance of 
good health and adequate medical care for the senior citizen. In 
San Francisco the chronic illness center has found that the major part 
of its work is with older people. It is developing a program of referral 
to other community agencies for care and services. It has also 
sponsored training meetings for operators of nursing and boarding 
homes caring for older persons. There has also been developed in 
San Francisco a home care program which will have much to do with 
older patients. This program is under the medical direction of Dr. 
Edgar J. Munter who has long been identified with care for the long- 
term patient. In Los Angeles a committee established by the Welfare 
Planning Council of Los Angeles has been studying many problems 
of the aging for the past year. Its first report, just released, is con- 
cerned with the health of Los Angeles’ senior citizens. It has recom- 
mended specific measures to safeguard the health of recipients of old- 
age assistance. 

A major demonstration project is underway in Santa Cruz County 
with the guidance and encouragement of the State department of 
public health. The county health officer is concerned with the 
incidence of illness among recipients of old-age assistance. He believes 
that early diagnosis will help prevent chronic illness and reduce the 
cost of medical care. He has, with the approval of the Santa Cruz 
County Board of Supervisors, established a diagnostic clinic which is 
being well received. It is too early to determine its full effectiveness. 


PROFESSIONAL EDUCATION 


The California Conference of Social Work has long been concerned 
with general health needs. At its annual meeting in Long Beach in 
May of this year considerable attention was focused on the health 
needs of older persons. Five out of nine meetings of the section on 
aging were devoted to the subject of health. The Santa Clara County 
Health Council has just inaugurated a lecture series which will lead 
to a program offering needed medical care to the county’s older 
residents. 

One of the most exciting and hopeful events in the area of health 
occurred during the month of May. This was the state-wide lecture 
tour of Dr. Lionel Z. Cosin. Dr. Cosin is the clinical director of the 
geriatric unit of the United Oxford Hospitals of Oxford, England. 
He has won considerable international renown for his work in rehabili- 
tating the chronically ill older person. The State’s interdepartmental 
coordinating committee on aging obtained a foundation grant which 
enabled it to bring Dr. Cosin to California. He addressed the annual 
conventions of the California Medical Association, the California 
Conference of Local Health Officers and the California Conference of 
Social Work. Dr. Cosin also lectured at the medical schools of the 
Universities of California, Southern California, and Stanford, and at 
the Kaiser Health Foundation. Addresses were also made at meetings 
for the general public at Little House in Menlo Park and at the annual 
lunch meeting of the Sacramento Community Welfare Council. Of 
major importance were the two meetings, one in northern California 
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and the other in southern California, for administrators, physicians, 
nurses and physical therapists of county hospitals and county super- 
visors. These last two meetings were cosponsored by the County 
Supervisors’ Association of California, the California Hospital Asso- 
ciation and the State department of public health. 

The great enthusiasm with which Dr. Cosin’s talks en rehabilitation 
in geriatrics was received augurs well for the development of an effec- 
tive program in this major health area. Plans are under way for a 
program which will follow up on Dr. Cosin’s talks and provide Cali- 
fornia witha continuing program of training in the’ rehabilitation of 
older, chronically ill persons.2, Two county hospitals demonstrated 
that they have already made good starts towards this end. They 
are Fairmont Hospital in Alameda County and Rancho Los Amigos 
in Los Angeles County. There are indications that several other 
hospitals are under way; among them are Edgemor Farm in San 
Diego County, Laguna Honda in San Francisco, and the Contra Costa 
County Hospital. 

HOUSING 


There are a number of other programs for California’s aging persons 
which have a relationship to the individual’s health. The matter of 
decent housing is one of them. Safe and healthful living arrangements 
loom large in the preservation of health. Yet because of their 
disadvantaged economic conditions an inordinate number of our senior 
citizens live in housing that falls well below the minimum standards 
for health and safety. ‘To improve this situation a number of Cali- 
fornia communities have demonstrated that good housing for retired 
persons can be provided at reasonable costs. The Santa Barbara, 
American Women’s Voluntary Services has shown that it is possible 
to finance such an undertaking in a small city. It has built a project 
with 25 apartments designed to meet the needs of older couples and 
individuals yet retain beauty and desirability at rentals possible for 
recipients of public assistance. At La Jolla another voluntary group, 
the Social Service League, has built an apartment house of 15 units 
designed for retired people of limited incomes which are slightly higher 
than those of the Santa Barbara project residents. It too is a most 
attractive setup. In Menlo Park a group of senior citizens are working 
on a plan to provide good, attractive, inexpensive housing for them- 
selves. They have interested local business and professional people to 
the extent that the latter have formed an advisory board to help the 
oldsters with their financial and legal problems. 

The San Francisco Housing Authority plans to break ground soon 
for one of the most advanced low rent housing projects for older 
people in the country. There will be close to 200 apartments for both 
single and double occupancy. Facilities will be provided for social 
and craft activities for the residents. Also in San Francisco is an 
experimental housing project for older persons which is sponsored by 
the Jewish Family Service Agency. Here, for a very reasonable cost 
older people may rent apartments. Included in the rent is one hot meal 
a day. All of the projects mentioned above are centrally located; 
there is no attempt made to segregate the oldsters. On the contrary 
every effort is made to keep them integrated into the ongoing life of 
the community and neighborhood. 


2 California’s Health plans to publish a paper by Dr. Cosin in a future issue. 
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RECREATION: AND EDUCATION... 


- It is becoming more generally. recognized that meaningful and 
satisfying activity is closely related to the physical and mental health 
of all people regardless of age: Yet our social and cultural patterns 
are such that we arbitrarily retire people at 65 years of age-and 
thereby condemn them to inactivity. This practice is all the more 
unrealistic when we realize that today most people are in good physical 
and mental health at 65. . But arbitrary retirement based solely on 
chronological age is a factor leading to physical and mental deteriora- 
tion. Therefore many of our communities are providing opportunities 
for the retired to remain as active as possible commensurate with their 
capacities. One such outlet is in the area of recreation. More than 
100 recreation districts in California now offer activity programs for 
older persons, usually beginning at 50 years of age. These programs 
provide opportunities for normal social contacts and arts and crafts. 
which have meaning to the individual and which provide him with 
outlets for his creative urges. There are day centers such as at Little 
House in Menlo Park and the four branches of the San Francisco 
Senior Center where older people engage in a host of satisfying activi- 
ties. These centers also give older people an opportunity to be of 
service to their communities in many ways—as in united crusade 
drives, volunteers for the Red Cross and other voluntary agencies, 
civil defense and visiting their contemporaries who are bedridden in 
their own homes or in hospitals and institutions. It has been found 
that oldsters miss the opportunity of doing things for others—they do 
not want to be on the receiving end only. Such programs permit 
them to retain their sense of responsibility. 

Finally, there is the preventive aspect of education. We know now 
that the old adage ‘‘You can’t teach an old dog new tricks”’ is false. 
Rather it becomes a matter of ‘You can’t teach an old dog new tricks 
if he won’t learn.’”’ We find today that more and more older people 
are returning to our schools and colleges to complete their formal 
educations and to study all kinds of subjects just for the fun of it. 
Last year some 200,000 persons over 50 years of age were enrolled in 
classes offered in California adult education centers. It would seem 
that recreation and education programs keep oldsters too busy and 
contented to deteriorate physically and mentally. Certainly such 
programs are far less expensive in terms of human lives and the tax 
payers’ money than hospital care. : 


THE FUTURE 


While it may appear that this paper reports great activity in Cali- 
fornia, it is generally conceded that we have only barely scratched the 
surface. There is urgent need to expand our health and activity pro- 
grams so that they meet the needs of all older Californians. There 
are today well over 1 million past the age of 65 in California. The 
number increases greatly if we think in terms of 40 years of age as the 
critical age for health preservation. The urgency for the rapid de- 
velopment of the needed programs is highlighted by the fact that there 
is a net annual increase in the number of persons 65 years of age or 
more, in California of 40,000 each year—an increase which is not due to 
in-migration of oldsters as many believe. 
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By developing preventive and diagnostic health programs for older 
people as well as providing them with meaningful activities we can 
avert real trouble in the next decade. If we permit the problems to 
pile up without planning they can become insurmountable. If we 
go to work on them now we can solve most of them. ‘The citizens of 
California have shown that with a little encouragement they will face 
up to their problems. We are already in the vanguard nationally 
in working on these problems. If there is the necessary professional 
guidance and stimulation we can show the country that California has 
the know-how, the ability, and the leadership to solve the most difficult 
social problem now facing us. 
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ED! INCAPACITY AND HOSPITAL CARE OF AGED BENE- 
_ FICIARIES OF OLD-AGE AND SURVIVORS INSURANCE ' 


By Dorothy McCamman and Agnes W. Brewster, Division of Re- 
search and Statistics, Office of the Commissioner, Social Security 
Administration, Department of Health, Education, and Welfare 


In the national survey of the economic resources of aged beneficiaries made by 
the Bureau of Old-Age and Survivors Insurance in 1951, beneficiaries were 
asked how many weeks they had spent in the hospital or had been confined 
to bed at home during the survey year. The answers to these questions are 
analyzed here, in relation to such factors as age, sex, and ownership of volun- 
tary insurance against hospital costs 


It is common knowledge that the aging process is accompanied by 
a slowing down in physical capacity. Little information has been 
available, however, to indicate the extent to which this slowing down 
results in incapacity that confines the individual to bed. Studies have 
shown that the hospital days per year per aged person are about 
double the average for younger adults. But are these longer hospital 
stays of older persons accompanied by substantial periods of confine- 
ment to bed at home? How are their hospitalization rates affected 
by income and by ownership of insurance protection against these 
costs or by living arrangements? ‘These are among the questions 
that can now be answered for a particular group of aged persons by 
data collected in the 1951 national survey of aged beneficiaries. 


SURVEY PROCEDURES 


Answers to the questions about incapacity are necessarily subject 
to important overall qualifications arising out of the survey procedures. 
Because the survey was designed to permit an analysis of income and 
assets for a situation existing throughout the year, adjustment of 
the sample was necessary for deaths or long-term hospitalization dur- 
ing the survey year. These adjustments—sometimes an outright 
discard of the case from the sample and sometimes an arbitrary 
classification of the beneficiary type—are summarized here because 
of their important influence on the subsequent analysis of incapacity. 

Beneficiaries who died during the year were not covered by the sur- 
vey, and therefore all these data on incapacity exclude terminal 
illnesses. The survey was made from a 1-percent random sample of 
old-age beneficiaries and widows whose benefits were in force in Decem- 
ber 1950. There were 22,384 cases in the sample, from which 4,719 
were discarded. Of these, 1,603 were discarded because of the death 
of the old-age beneficiary or the aged widow before the date of the 
interview or because of the death of the spouse during the survey 
year.” 

i From Social Security Bulletin (July 1955), pp. 3-10. 

2A detailed study of the mortality rates under old-age and survivors insurance and other public and 
private pension programs shows that ‘‘in the absence of any special circumstances, the mortality rates for 
voluntarily retired workers during the first year or two of retirement are considerably higher than the general 


level that otherwise might be expected but that they thereafter merge with that level.’? (Robert J. Myers, 
“Mortality After Retirement,’’ Social Security Bulletin, June 1954.) 
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When the old-age beneficiary’s wife died during the survey year, 
one of several special procedures was used, depending on the time of 
death. If death occurred near the close of the survey year (within 
3 weeks and 6 days of the year’s end), the case was classified as a 
couple during the entire year. If it took place near the start of the 
survey year (within 3 weeks and 6 days of the beginning), the case was 
classified as a nonmarried man during the entire year, and no informa- 
tion has been included about the wife. If the wife’s death occurred 
at any other time within the year, the case was discarded from the 
sample as it constituted a change in beneficiary type. 

Similarly, special procedures were used when one member of a 
couple had been hospitalized or in an institution for 4 weeks or more 
during the survey year. The procedures had the same result whether 
the old-age beneficiary drawn in the sample was the male or female 
member of the couple but, for simplification, are described only for 
cases in which the husband was the member drawn. When the male 
old-age beneficiary had been in a hospital or institution for as long as 
48 weeks the case was classified as a nonmarried man, and information 
on the wife was not included. If the old-age beneficiary had been in 
an institution for hospitalized for as long as 4 weeks but not so long 
as 48 weeks, the case was classified as a couple, provided the wife 
managed the finances during the husband’s absence. If she did not 
handle the finances, the case was discarded to avoid a change in 
beneficiary type during the survey year. Actually there were rela- 
tively few discards of this type. 

When the wife was hospitalized or in an institution for as long as 
48 weeks, the old-age beneficiary was treated as nonmarried. If the 
wife’s period of absence was as long as 4 weeks but less than 48, and 
she was in a publicly financed institution, the case was discarded, 
again because a change in beneficiary type would have been involved. 
If, on the other hand, she had been in a private institution and the 
husband had paid for 50 percent or more of her support (actually, if 
he had been billed for her charges), the case was classified as a couple 
throughout the year. 

Obviously, these survey procedures cut down the measured inca- 
pacity rate below that actually experienced by aged beneficiaries of 
old-age and survivors insurance. In addition to discards because of 
death, there were 299 cases that had to be discarded because the 
beneficiary was in an institution or was incompetent or too ill to be 
interviewed and had no spouse from whom the information could be 
obtained. 

The survey procedures also make meaningless some of the con- 
clusions that might be drawn concerning the beneficiary types. The 
data show, for example, that the rate of institutionalization was 
especially high among nonmarried men. The immediate conclusion 
would be that such beneficiaries are more apt to require institutional 
care because there is no wife to provide home care. The system of 
discards and of classification of beneficiary type by its very nature, 


however, resulted in a concentration of long-term institutionalization — 


among beneficiaries classified as nonmarried men. For this reason, 
the ensuing analysis largely ignores the classification by beneficiary 
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‘type that had been assigned primarily for the purpose of studying 
the income and resources of the beneficiary group. 


‘TaBLE 1.—Percent of aged beneficiaries reporting no incapacity! during survey 
year 1951, by sex and age, at end of survey year and by ownership of hospitalization 
insurance 


With | Without | With | Without 


Age and sex Total | insur- } insur-_ Age and sex Total | insur- | insur- 
ance ance ance ance 
All aged beneficiaries- - 69. 3 70.9 68.8 || Men—Continued 

MOL 70 Hoe ek 70.8 72.0 70.3 700-79 222560 oo222 69. 9 68.8 70.1 
VADAROY 7 a a 69. 3 71.9 68. 6 80 and Over____---- 68. 1 68. 1 68. 1 
ROMO TAS ee te 67.8 67.4 6759" |) Women-2-<-:22.- 222. 66.5 67.9 66. 1 
80 and over_-_.--.-- 65. 7 65. 5 65. 7 Under 7022.22 68. 2 68. 0 68. 2 
(7 ek se ee Sees 71.5 ous 70.9 W'tO-74- 2 2eneH sce 66. 5 69.5 65.6 
‘Under-70 58-2222 -2. 73. 4 75.9 72.5 TOMOs19 aaeoes sek See 64.5 64. 7 64. 4 
(OOS ieee 71.6 73.8 70. 9 80 and over_.------ 60. 5 58. 9 60. 7 


‘ Measured in terms of confinement to bed at home, in an institution, or in a short-term general hospital. 
ALL INCAPACITY 


Aged beneficiaries were asked how many weeks during the past year 
they had been confined to bed at home and how many weeks they 
had spent in the hospital. The measure was thus in terms of more or 
less complete incapacity. Excluded were all the ambulatory cases of 
disability and all the days when beneficiaries—despite heart condi- 
tions, arthritis, or other of the degenerative ailments that plague old 
age—nevertheless managed to be up and around. 

In asking the question about weeks in the hospital, no attempt was 
made to define “‘hospital’’ or to delimit the term to general hospitals. 
Accordingly the reported stays in hospitals included time spent in 
nursing or rest homes, in mental or tuberculosis hospitals, and in 
veterans’ homes and public or private welfare institutions primarily 
‘domiciliary in nature. 

For many purposes and especially for comparison with other sur- 
veys of hospitalization rates, it was desirable to exclude such stays 
‘and to study the hospital utilization of aged beneficiaries in terms of 
‘short-term general hospitals only. Fortunately, the schedules were 
profusely annotated, especially im cases of long stays in institutions, 
and it was therefore possible to make the subtractions and arrive at 
hospitalization rates that could be assumed, with a reasonable degree 
of assurance, to represent rates in general hospitals. 

For the purpose at hand, however, it is desirable to have an overall 
measurement—in terms of the number of days ‘‘in bed’’—of the in- 
capacity of aged beneficiaries. Hence, in this analysis of all incapacity 
the data are used as reported and include stays in institutions that, 
although primarily domiciliary in nature, were considered hospitals 
by the respondent. 
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TaBLE 2.—Percentage distribution of aged beneficiaries reporting incapacity, by sex 
and by weeks of incapacity! during survey year 1951 





Pereentage distribution 
Weeks of incapacity . ia 











Total Men =| Women 

SR OtARSE RR 4 ee Se ee ee ee 100. 0 100. 0 100. 0 
Raye cing Geeta mma Ae ah RRS AEE | ot xe Oe 2 19.5 20.8 18. 7 
EMS ed ES AMR. De aD SORE TD Se 2 oh) a ene a ere ee 18. 5 18. 4 18.5 
SS ap a es Uh si oh ang AR a AEN Oe ine ee Sp Rit I ‘yyy OAS ee 
ih Os Se ee Dee eee Om 4. Ye eS AE Ge EO et 9.6 9.6 9. 7 
DSS hs Rie: oh eee oe a 8 Bm eet) oe eee eee 4.7 5.0 4.4 
Oi a Oe ee ee ee See oe ee eee 5.8 ‘apes 6. 2 
WECO US 200 ee tee Ban et os ee eee ee eee ee 16. 0 15.3 16.7 
WACO 26 oie, Ah Oe = ON ee a a 6.8 6.2 7.4 
DELO OOo. Be sR as, ee ee, La es Seed ee ie OA a a 
20 (tO O2i te a Le ee eS 2 nh a a ee ee 5.0 5.0 5.0 


1 Total number of weeks confined to bed at home and/or in an institution and/or short-term general 
hospital. ! 


Seven in every ten aged beneficiaries were not confined to bed 
either at home or in a hospital or institution during the year (table 1). 
This indication of good health was somewhat greater among the men 
than among the women. The proportion for the men was 71.5 per- 
cent and for the women 66.5 percent. | 

Although relatively more of the younger beneficiaries than of 
those in the oldest group reported no hospitalization or confinement 
to bed at home, the differences were not striking. For all male 
beneficiaries, the proportion dropped from 73 percent among those: 
under age 70 to 68 percent for those aged 80 and over. ‘The corre- 
sponding decrease for the women was from 68 to 60 percent. 

Beneficiaries who owned hospitalization insurance were somewhat 
less frequently confined to bed than were the others. To some 
extent, this finding is a reflection of their relatively younger age, but 
there is also the possibility that beneficiaries in poorer physical con- 
dition were unable to obtain or continue hospitalization insurance. 

Of the beneficiaries reporting hospital or institutional stays or 
confinement to bed at home, one-fifth were incapacitated for a week 
or less and almost another fifth for 1 to 2 weeks (table 2). 

The individuals incapacitated for 14 weeks or longer represented 

13.7 percent of the aged beneficiaries with some incapacity (4.2 per- 
cent of all aged beneficiaries). Incapacity of this duration cannot 
help but have a serious impact on the general well-being of the family 
unit even if there is no hospitalization expense involved. ‘The group 
with incapacity of at least 14 weeks is divided almost evenly into: 
those with durations of 14 to 26 weeks and those with durations of 
more than half a year. The extremely long durations of 40 weeks 
or more—and almost all of these were actually full-year durations— 
were reported by 1 in 20 of the beneficiaries with some incapacity; 
the proportion was the same for men and women beneficiaries. 

When distributed among all beneficiaries, whether or not incapaci- 
tated during the year, the days of incapacity per person per year 
averaged about 14% for the men and 17% for the women (table 3). 
The higher rate for women resulted from incapacity confining them to 
bed at home, averaging about 14% days during the year. The aver- | 
age number of days spent in general hospitals or in other types of | 
institutions was lower for the women beneficiaries than for the men. | 
| 

) 
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To some extent, the hospital or institutional care of the women is 
understated by the survey procedure of excluding a wife beneficiary 
who was out of the household virtually the entire year. The man or 
woman retired-worker or aged-widow beneficiary, on the other hand, 
was always a member of the beneficiary group and, even if in an insti- 
tution the entire year, was included in the survey. To indicate the 
possible understatement due to the survey procedures, the average 
number of days spent in general hospitals or institutions has been 
calculated for women beneficiaries other than wives of old-age bene- 
ficiaries. The average spent in short-term general hospitals was vir- 
tually the same (2.12 days, compared with the average of 2.07 days 
shown in table 3). The average for other institutions, however, was 
half again as high (1.20 days in contrast to 0.80 days). 

The beneficiaries covered by hospital insurance averaged more days 
in general hospitals than did those without protection against these 
costs—2.80 days in contrast to 2.10. This difference is especially 
significant in the light of the lower average number of days of in- 
capacity of all kinds for beneficiaries with hospitalization insurance; 
their average was 12.70 days, while beneficiaries not protected against 
hospital costs averaged 16.57 days. For both men and women alike, 
the average duration of incapacity was 4 days less for beneficiaries 
with hospitalization insurance than for the uninsured. 


‘TaBLE 3.—Number of days of incapacity per aged beneficiary during survey year 
1951 and percentage distribution of days by place of incapacity and by sex and 
ownership of hospitalization insurance 


Number of days per beneficiary during survey year 


Sex and insurance ownership 





Total General Institutions | At home in 
hospitals bed 
Ailbaged beneficiaries +... 23. secod= Ae oe 15. 69 2. 25 1. 06 12. 37 
Watch amsurance’ soe = 2s ee el ee 12. 70 2. 80 . 24 9. 66 
Withoutumsinance: 22. Sees eke 16. 57 2.09 1.30 13.17 
IMGT. sa ee eS RS eer ee eee eee om 14. 38 2.40 1. 26 10. 72 
Wiitiamsurancel Hoss j bettie al it cse shh ge 11. 45 2. 78 .07 8. 60 
Wwaithoutunsurance.. ty. 5 ee Sea 15. 25 2. 29 1. 61 11.35 
WAY GEST aa Nae Shs Santelli: CMe eeeaply a Aoeeipae ds Spied tal pe ee 17. 32 2. 07 . 80 14. 45 
WV ith-insuraneess2 ese Lt 2 esate teeteg 14. 28 2. 83 . 46 10. 99 
WW iGHOUMbINSUTANCe <2 2 22 eon ee eee 18. 22 1. 84 91 15. 47 


Percentage distribution of days 


All aged beneficiaries. 2... 22.22 2o lb fie. 100. 0 14. 4 6.8 78. 8 
WANG SUPINE GE ee ee ee Cd 5 Bae 100. 0 22.0 1.9 76.1 
Without insurance. --___- Fae eee ee Eee 100. 0 LY 7.8 79. 5 

Mier tee eee teks AR eg ge oe hy 5 100. 0 16.7 8.8 74.5 
WWEltMenNStitancOe:. see 5 22 os se 100. 0 24.3 .6 75. 1 
Without insurance...) 2) «222 liiiesie.2 2st 100. 0 15.0 10.6 74. 4 

BVVIO RING eran ee te Th Fee ES 100. 0 12.0 4.6 83. 4 
WAEMAIMSUTAIN COS ee so eee cee Se tee 100. 0 19.8 G4 77.0 
Without insurances =. 2.0.2 $2255) c22 3 100. 0 10.1 5.0 84.9 


The percentage distribution of days of incapacity, shown in the 
lower part of table 3, highlights the interrelation of ownership of hos- 
pitalization insurance and the place where beneficiaries spent their 
days of incapacity. For men, whether with or without insurance, 
three-fourths of the days were spent at home in bed. For men with 
hospitalization insurance, virtually all the days of incapacity not 
spent at home in bed were spent in short-term general hospitals; less 
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than 1 percent of the total number of their days of incapacity were 
in other institutions. Days of incapacity not spent at home in bed 
were much less concentrated for men without hospitalization insur- 
ance. Days in general hospitals accounted for 15 percent of their 
total and days in other institutions for 11 percent. Undoubtedly per- 
sons insured against hospitalization costs are freer to go to short-term 
general hospitals when care is needed. There is, however, another 
factor contributing to this difference between the insured and unin- 
sured men. Men who spent the entire survey year—and sometimes. 
preceding years as well—in veterans’ hospitals accounted for a fairly 
sizable portion of the total number of days in institutions other than 
general hospitals; such beneficiaries possibly had neither opportunity 
nor need to acquire voluntary insurance against hospitalization costs. 


INCAPACITY IN INSTITUTIONS 


Analysis of incapacity in institutions other than general hospitals. 
must necessarily be made on a basis that approaches a case-by-case 
study. The reasons are that so few of the beneficiaries reported in- 
capacity in such institutions and that the survey procedures resulted 
in a concentration among beneficiaries classified as nonmarried men, 

Of the more than 22,000 aged beneficiaries (retired workers, wives, 
and widows) included in the survey, only 88 (four-tenths of 1 per- 
cent) were identified as having been incapacited during the year in 
mental or tuberculosis hospitals, in veterans’ homes, or in such in- 
stitutions as rest homes, nursing homes, convalescent homes, welfare 
institutions, and fraternal homes. Of the 88 cases, more than half 
had been classified as nonmarried men, a significantly higher propor- 
tion than their representation among all aged beneficiaries (slightly 
more than one-fifth of the total). Few as the cases were, their time 
spent in institutions amounted to 23,500 days, or slightly more than 
1 day apiece when averaged over all the aged beneficiaries in the sur- 


vey. 

Slightly more than half the 88 cases were incapacitated for the full 
year in such institutions. Others spent significant portions of the 
year in the institution and for the remainder of the survey year were 
bed bound at home. For still others, this so-called institutional in- 
capacity consisted of a week or so in a nursing home after a stay in a 
short-term general hospital. 

tor the 88 beneficiaries, incapacity in such institutions averaged 267 _ 
days, or almost three-fourths of a full year. The average was slightly 
higher for the men than for the women, 274 days as against 255 days. 
If the time that they also spent in general hospitals or in bed at home 
is added, the average duration of their days of incapacity is raised to 
277, with 284 the average for the men and 263 the average for the 
AO SE A AI, Se NN sl NE, SEM ER | 

Obviously, much of this institutional care was financed at public 
expense. Of the total number of days of institutional incapacity 
measured in the survey, about two-thirds were identified as having 
been in mental hospitals, tuberculosis sanatoriums, veterans’ has- 
pitals, or county or city infirmaries—all institutions that depend on 
public financing even though some patients may be charged on an 
ability-to-pay basis. Much of the remaining one-third was in fra- 
ternal and nonprofit institutions that may or may not be self-support- 


STUDIES: OF THE AGED AND AGING 5 


ing through charges levied on the patients. Even for the cases 
identified as having been in proprietary nursing homes, an element of 
public financing was often present in that the public-assistance 
agency was paying the nursing-home bill. 


TABLE 4.—Aged beneficiaries confined to bed at home as percent of all aged benefici- 
aries and number of days in bed at home per case, during survey year 1951, by age 
at end of year and by sex and ownership of hospitalization insurance 


Age at end of survey year 
Sex and insurance ownership Total 


Under 70 | 70 to 74 75 to 79 +=| 80 and over 








Those confined to bed as percent of all aged beneficiaries 


Ota cee So 02s eee) sa ee SRE Ss 26.1 25nd 26.0 WNfes il 28. 5. 
Wath, imsuramcess. =. 422. 32524 Sele eee 23.5 23.0 22.8 26. 0 25.0 
Wath owtsinsuran cee: 22. =s255 53- G seas 26.9 26. 0 26. 9 27.4 29.0 

lies.) s apa oe. TE, 8 mee at eee a eae Re gn RE, 23.1 21.9 22h yz: 25.9 
WalchetaSuran Geese =<). 25 ae. obese 20. 5 19.1 20.1 DS 22.9 
Withowtinsurance...22 62235 52 fee 23.9 23. 0 235 24. 5 26. 4 

WVi@THGMI sen Soe A A A et 29.9 28. 3 30.1 31.9 34.1 
Watheinsuramece@s =-s2e see 27.3 27.0 26.1 Sil, 30.3 
Without Insurances: s22 52 kets 30. 7 28. 9 3.2 32.0 34. 6 


Number of days in bed per case during survey year 


Motale. 2-352 022 Oe EEE . a S53 5 Dee ek. uo 46.4 40.2 44,2 51.1 71.3 
Wath insurancers = 522). Sole 2s 39.3 33. 4 37.6 49.7 65. 0 
WAR HOUL MISUBAN COs 22-25 soo ee eae 48.3 42.5 45.8 51.4 el 

QT SEE ee ape SE See Ce ees ee ey Se 45.3 40. 5 41.9 61.4 57.9 
WarthrinSumanCe rast s2 ee a kee 40.5 34, 7 34. 4 53.9 60. 5 
Without insaranee- 25.4222). 32222 46.5 42.3 43.7 50. 8 57.6 

VOUT CUS) OL gece eae eee ee Se ee ae 47.5 40.0 46. 4 50. 7 92.8 
WaltheinsunranGO ss) anf ees 38. 2 32. 4 40.8 43. 7 5 
Without insurance: 222202 4. so 49.9 42.6 47.8 eae 94.9: 


CONFINEMENT TO BED AT HOME 


Beneficiaries reporting some confinement to bed at home comprised: 
23 percent of all the aged men beneficiaries and 30 percent of all the 
women. Somewhat higher proportions of the beneficiaries who had 
no insurance against hospitalization costs than of those with such 
protection spent some part of the year bedbound at home. That this 
is not a difference due entirely to age is apparent from table 4. In 
each-age grouping, proportionately more of the beneficiaries without 
insurance than of those with insurance spent time in bed at home, and 
the number of days in bed averaged higher. . on 

Although the proportion of all aged beneficiaries who were confined, 
to bed at home rose only slightly with advancing age, the number of 
days of incapacity per bedfast case showed a marked increase at the 
highest age levels, especially for the women. Thus, of the women 
beneficiaries who were bedfast, those aged 80 and over spent more 
than twice as many days in bed as did those under age 70. For the 
men, the average for the highest age group was about half again as. 
high as for the group under age 70. 7 

Only about a fourth of all beneficiaries who spent some time in bed | 
at home also had a period of hospitalization in a general hospital. 
For beneficiaries with hospitalization insurance, however, this per- | 
centage was closer to a third, and for those without insurance it was» 
not much more than one-fifth. Of the beneficiaries confined to bed. 
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at home, the following proportions were also hospitalized at some time 
during the year: 





Insurance ownership Total Men Women 
otal: 808. 2. ee ise Oe ise ts OE Wee ay 23.9 24. 5 23/2 
With insurances. eee eee te ee eS 32.6 32.7 32, 5 
Without insurance ese ea ee ee eee ae ee 21.6 22.4 20. 8 


Beneficiaries who were hospitalized as well as confined to bed at 
home during the year averaged longer in capacity at home than did 
those whose incapacity was solely at home—probably a finding indica- 
tive of a difference in the seriousness of the physical condition. The 
days spent at home in bed by beneficiaries who were also hospitalized 
during the year averaged 53 for the men and 56 for the women; both 
averages were about a fourth higher than for those not hospitalized 
(table 5). 


HOSPITALIZATION IN GENERAL HOSPITALS 


The information that the national beneficiary survey provides on 
confinement to bed at home and on institutional hospitalization has a 
unique Value since such data had not hitherto been available. Data 
on beneficiaries’ hospitalization in general hospitals, however, are 
probably of wider interest, in part because such hospitalization is 
likely to result in heavy financial burdens on the beneficiary and in 
part because data from other studies permit a comparison of old-age 
and survivors insurance beneficiaries with the total aged population. 
Hence, the remainder of this analysis is more detailed than were the 
preceding sections and draws in, whenever possible, related data from 
the survey of the total noninstitutional population aged 65 and over 
made in March 1952 by the Bureau of the Census.* 


TasBLe 5.—Number of days in bed at home per case by whether or not beneficiary was 
in short-term hospital during survey year 1951, by sex and age at end of survey 
year 











Number of days in bed Number of days in bed 
at home during sur- at home during. sur- 
vey year vey year 

Age and sex ere: Sere ti Pee Age‘and sex 
No hos- Hospital No hos- Hospital 
pital stay stay pital stay stay 

Wei ce aeene eet wae 42.8 63.1, |IWomen-- ~~. - eee 44.8 56. 
Wunder (0j2/52532222—2 37.5 50. 1 Under 70.562 i512 oe 38.1 46. ; 
faye OS OR Pt 39. 6 50. 2 Vice fe an, S Sapa a he 43.8 54.5 
OoAaTees ace tae J 49.0 57.9 bras! oe ERE ORAS I | 46.7 64.1 
80 and over._.-------_ 56. 2 63.8 80 and over...----.__- 90. 2 101.0 





_ Hospitalization rates.—One out of every 10 aged beneficiaries spent 
time in the hospital during the survey year. The rates, which were 
not significantly different for the men and the women, show increasing 
hospital utilization as age advances (table 6). 


31.8, Falk and Agnes W. Brewster, Hospitalization and Insurance Among Aged Persons: A Study Base 
on a Census Survey in March 1952, Bureau Report No. 18, Division of Research and Statistics, Social Se 
curity Administration, April 1953. The findings are summarized in Document No. 10 of this volume. 

4 The old-age and survivors Insurance survey data are in terms of persons hospitalized in the course of 
the year, disregarding the number of times they were admitted to a hospital. The census data included 


in this article are also in terms of persons hospitalized: additional data 4 issi 
Seite p ‘ ata from that survey show 1.1 admissions 
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Proportionately more of the beneficiaries who had hospitalization 
insurance than of those without this protection had hospital care. 
The higher rates for beneficiaries with insurance against hospital costs 
are consistent with the findings of the census survey, also summarized 
in table 6. The old-age and survivors insurance beneficiary survey 
adds the information, however, that the higher hospitalization rates 
of the group with insurance are associated with lower rates of in- 
capacity of all types—or all types measured by the survey—than 
were experienced by the group without insurance. 

The proportions of aged beneficiaries of old-age and survivors 
insurance who had hospitalized illnesses are considerably higher 
than the proportions found for the total noninstitutional population 
aged 65 and over in March 1952. A difference in this direction is 
to be expected. Of the total aged population in the census survey, 
almost one-fourth were still employed—a rough indication of physical 
capacity—while aged beneficiaries were for the most part out of the 
labor force. 


TaBLE 6.—Number hospitalized per 100 aged beneficiaries, survey year 1951, and 
per 190 in the aged noninstitutional population,! calendar year 1951, by age? and 
by sex and ownership of hospitalization insurance 


| Total Men Women 





























Age and employment 
status With | With- With | With- With | With. 
Total | insur- out Total | insur- out Total | insur- out 
ance ; insur- anee | insur- ance | insur- 
ance ance ance 
Aged beneficiaries, total_____ 10. 5 13.1 9.7 10.7 12.8 10.0 10.3 13.5 9.3 
Winder Orr 52s. 9.6 ilaye 8.8 9.6 10.6 9.2 9.6 12.8 8.4 
TOE Sg ees eg SES 10.6 18} & 9.8 10.6 1392 9.9 10.5 13.4 9.7 
{AEG IO {Es ae pares Biers 15.6 10.6 11.8 15. 4 11.0 11.0 16.90 10.1 
i= ee Sere er 1a} 15. 4 10.3 HLSs: 15.5 10.8 10. 4 16,2 9. 4 
80. and over_-----. 12.2 16. 5 11.6 11.8 15.3 iiss Is. 1 19.6 12.3 
Aged noninstitutional pop- 
ulation. totali. 4... 21.2. 622 9.2 6.8 Hoe 10. 6 5.9 6.1 Woo 5.7 
Gia Te eee eee os 6.9 9.3 Deo 8.2 11.0 6.1 NT Us 24 5.0 
(i= /i See gest Ves oyenry Wee 6.1 8.8 5.2 (On 8.2 5.4 (oped 9.6 6S. L 
DANO OVEIS s25 555255. 6.8 9.2 6.4 Tea 12.8 6.0 6.6 6.0 6.7 
In the labor force___---- 6.8 8.2 3.9 6.3 9.0 4.2 Seo 4.0 2.8 
G5209 5m. 2. ese 6.1 8.1 4.1 diel 9.5 4.6 1.9 1.4 22, 
WO VAn ss See Las 5.8 8.5 4.1 6.1 8.3 AG, 3.9 9.1 0 
(5 and Owens. -2-2-2 4,4 7.8 3.1 By 6.8 1.9 (3) (8) (3) 
Not in the labor force__- 6.9 9.8 6.1 7.9 12.9 6.7 6.3 8.1 5.8 
On00! tise sae fo 10. 4 6.0 9.6 14. 4 els: 6.3 8.5 O.8 
TAS 7(4 ee eee nee eae 6.3 9.1 5. 5 6.3 8.1 5.8 6. 2 9.6 5. 4 
GANG OVet. =. 2-22 7h il 9. 4 6.7 7.9 15. 7 6.8 6.5 5.6 6.6 


1 Data from Bureau Report No. 18 (Division of Research and Statistics), table 37. 

2 For old-age and survivors insurance beneficiaries, age at end of survey year; for noninstitutional popula- 
tion, age in March 1952. 

3 Percentage not computed; base too small. 


The rates for the beneficiaries, however, are higher even than the 
rates for the noninstitutional population not in the labor force and of 
relatively comparable age groups. Here it must be emphasized that 
the age group ‘‘under 70” for old-age and survivors insurance benefi- 
ciaries is not comparable with the age group ‘‘65-69”’ of the census 
survey. Beneficiaries tend to be concentrated at the upper end of this 
interval, since the average age at which they start to draw benefits 
has been close to 69 and, for inclusion in the survey, they had to have 
been on the rolls at least a year. Furthermore, the census survey 
encompassed the hospital experience of persons under age 65 in 1951. 
The population surveyed was aged 65 or over in March 1952, and the 

$4172--57__5 
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ages are tabulated as of that date; the age distribution is affected all 
along the line. 

The higher hospitalization rates for old-age and survivors insurance 
beneficiaries may also be due in part to inclusion of persons who were 
in institutions. Although the measurement for purposes of the present 
analysis has been adjusted to approximate hospitalization in short- 
term general hospitals, the beneficiary population includes persons in 
mental, tuberculosis, and other institutions, and the “hospitalization’”’ 
includes periods when persons in domiciliary institutions were recelv- 
ing medical care for acute illnesses. (As an example of the latter, a 
beneficiary living at a county farm who spent several weeks in the 
hospital ward with pneumonia was counted as spending that period 
in a “short-term general hospital.’”’) Hence, if the institutionalized 
population is more likely than the noninstitutionalized to receive 
hospital care for acute illnesses or for acute phases of their conditions, 
somewhat higher hospitalization rates would be expected for the 
beneficiaries. The beneficiary survey data indicate that this may be 
the case. When beneficiaries are classified by living arrangements, 
the proportion hospitalized becomes roughly 10 percent for those 
living in their own homes, 11 percent for those residing in the home of 
a relative, and 12 percent for roomers or boarders. ‘The proportion 
is as high as 17 percent, however, for the relatively small group con- 
sisting mainly of persons in institutions. 


TapLe 7.—Number hospitalized per 100 aged insurance beneficiaries, survey year 
1951, and per 100 in the aged noninstitutional population,: calendar year 1951, 
by place of residence and by sex and ownership of hospitalization insurance 
































Total Men Women 
Residence and size 
of community With | With- With | With- With | With- 
Total | insur- out Total | insur- out Total | insur- out 
ance insur- ance | insur- ance insur- 
ance ance ance 
Aged beneficiaries: 
Wir bans a= sees 2 ee 10.6 i3de2 9.9 11.0 12.8 10.5 10. 2 13.6 9.1 
More than 100,000__- 10. 4 136 9.4 ull 14.0 10), 73 9.6 Issul 8.5 
10,000 to 99,999_____- 10050) 11.8 10. 7 al 10.4 IWS 10.9 13.6 10.1 
2,500) O19, 999) eee 10.7 14.5 9.7 10.5 Rose 9.7 11.0 16. 2 9.7 
RuUCaenoniarie 2) 1s aes 9.9 12.6 9.2 9.1 12.1 8.4 Te 13.6 10.6 
SEF 0 lg RR yO et 9.3 15.0 7.8 9.2 16.9 W583 9.4 (2) 9.1 
Aged noninstitutional pop- 
ulation: 
Winbanhe. kee 2a 6.5 9.0 5.4 Ue it 10. 2 Hue 6.0 7.6 5.4 
Rural-nonfarm__________ 7.6 8.4 Wok 8.5 IES) Ta 637 ipl Toit 
NCD OL a eet mein Re ae 6.2 1S} Oe 6.5 22 one 5.8 WAS ALT 








-1Data from Bureau Report No. 18 (Division of Research and Statistics), table 35. 
2 Percentage not computed; base too small. 


Still another difference between the samples of the two surveys could 
be expected to produce higher hospitalization rates for the beneficiaries. 
Old-age and survivors insurance beneficiaries are predominantly urban 
dwellers. Of the retired-worker and aged-widow beneficiaries sur- 
veyed, 84 percent were living in urban communities (with populations 
of 2,500 or more) and only 3 percent on farms. In contrast, 64 
percent of the total aged population included in the census survey 


5 The effect on the total would be slight, however, since only a very small proportion of the beneficiaries 
were institutionalized; 1.7 percent were in institutions at the end of the survey year. 
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resided in urban communities, and as many as 15 percent lived on 
farms. Among persons without protection against hospital costs— 
and the bulk of the aged lack insurance—hospitalization rates tend 
to be lower for farm dwellers than for persons living in urban or rural- 
nonfarm communities. Although the findings of both surveys show 
this farm-nonfarm difference, any comparison of the specific rates in 
table 7 must recognize that the census data relate to the total aged 
population, including employed persons. 

By covering the aged population in general, the census survey took 
in groups apt to be less financially secure than old-age and survivors 
insurance beneficiaries, as well as those whose earnings place them at 
a relative economic advantage. (The total aged population includes, 
for example, proportionately twice as many women aged 75 and over 
as were found among aged beneficiaries surveyed in 1951.) It is 
possible, therefore, that financial barriers to medical care were partly 
responsible for keeping hospitalization rates among the aged popula- 
tion not in the labor force below those for aged beneficiaries. 

No substantiating data on the effect of income on hospitalization 
rates are available. The beneficiary survey permits a comparison of 
hospital rates with amount of independent retirement income during 
the survey year,® but the results are inconclusive. The fact that there 
was no consistent or significant increase in utilization of general 
hospitals as income rose could have a number of interpretations. 
Retirement income, while the best measure of what the beneficiary 
can count on for day-to-day living, does not necessarily reftect the 
level of total money income or the amount of assets available for 
meeting such unusual expenses as hospitalization. Furthermore, the 
beneficiary did not necessarily pay his own hospital bill; the hospitali- 
zation may have been financed by children or other relatives or, 
frequently, was at public expense. There is still another possibility ; 
beneficiaries with higher retirement incomes may have been in better 
health so that they were less likely to need hospitalization. On this 
latter point, although tabulations were not made of the total number 
of days of incapacity by income group, background data indicate that 
the lowest retirement incomes tend to be associated not only with the 
most advanced ages but with poor health, since poor health may 
actually have caused low retirement benefits through interruptions in 
earnings. 

Thus, about the only conclusion that can be drawn from table 8 is 
that, within each income group, beneficiaries who had some insurance 
against hospital bills were more likely to be hospitalized in a general 
hospital than were those who lacked such protection. | 

6 Retirement income is money income from independent sources that can be expected to continue for the 
lifetime of the beneficiary. Thus it includes, in addition to 12 months’ old-age and survivors insurance 
benefits, employer and union pensions, veterans’ pensions, private annuities, and income from trust funds, 


rents, interest, and dividends. It does not include earnings, nor does it include nonindependent sources, 
such as public assistance and contributions and gifts from relatives or friends. 
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TasLE 8.—Number hospitalized in short-term general hospitals per 100 aged bene- 
ficiaries, by ownership of hospitalizeation insurance and independent money 
retirement income,! for survey year 1951 





Retirement income during survey year 
Marital classification and ownership of 





insurance 

Total |Less than} $300-$599 |$600-$1,199| $1,200- |$1,800 and 

$30 $1,799 over 
Nonmatilodessn. eet oe See 11.5 11.0 11.4 11.2 10.5 16.8 
Witt insurance: .----2-- ences noe ae 14. 4 15.5 14,3 14.5 10.6 18.6 
Without insurance::2 cu fie 10.8 10. 4 10.9 10.2 10. 4 15: 7 
WiGrrioG ate ee. Meee, oe, ee 9.5 8.4 9.8 9.0 10.6 9. 5 
Withinsurance: <2 eae 11.9 12.3 13.8 11.2 13.6 10.6 
Without imstirancee.s...+-f.24uc4..5-.3 8.6 7.4 8.9 8.3 9.2 8.9 





1 For beneficiary (and spouse, if any) represents, in addition to 12 months’ old-age and survivors insurance 
benefits, income from employer and union pensions, veterans’ pensions, and private annuities and from trust 
funds, interest, and dividends. 


TABLE 9.—Average number of days of hospitalization per hospitalized person 
among aged beneficiaries, survey year 1951, and among the aged noninstitutional 
population, calendar year 1951, by age* and ownership of hospitalization 
insurance 





Total Men Women 
Age and employment 
status With | With- With | With- With | With- 
Total | insur- out Total | insur- out Total | insur- out 
ance | insur- ance | insur- ance | insur- 
ance ance ance 
Aged beneficiaries, total._.-} 21.5 21.3 21.6 22.5 tee 22.8 20.1 20. 9 19.8 
Under 70s ra 2s 552 2 20. 5 19.4 21.0 2152 18.8 22.3 19.7 19.9 19.6 
TOO (Aes ae eae se aoa 19.8 23.0 23.2. Ae 25. 4 20. 6 22. 4 19.9 
VH.anG OVerLus..2seee-2e 21.9 26. 5 20. 4 22.8 29.7 20.6 20.1 20. 4 20.0 
TOOL. oo eee eee FAL 5) 24.3 20: 5 DPM GE 25.8 21.5. 19.3 2152 18.6 
80 and over___------ 2259 35. 7 20. 2 23.1 45.1 18.6 2268 (3) 23.4 
Aged noninstitutional pop- 
wlation=.cOtal= = =cee=----—— 24.8 16. 4 29.5 25.2 16.0 32. 4 24.3 ple | Dian 
G5:t0169 382222 SCE 20. 4 is} 64 25.6 16. 5 14.3 19. 4 257. 16.8 31.4 
(OMOU AEs) as ee 34.7 iG} 44.1 45.8 13.9 64. 9 24.7 Did 26.3 
Tan OVerS ss eee ees 22.4 18.4 23.5 2200 23. 3 21.9 22.6 9.1 24.6 
In the labor force___.--- 13.9 12.5 16. 2 13. 4 12.0 FSR 7/ 18. 4 LS 19.5 
Not in the labor force_-_- 27.5 18, 5 Sled Sallis 2 20.1 37.4 24.6 LiL 27.4 





1 Data from Bureau Report No. 18 (Division of Research and Statistics), table 48. 

2For old-age and survivors insurance beneficiaries, age at end of survey year; for noninstitutional 
population, age in March 1952. 

3 Percentage not computed; base too small. 


Days per person hospitalized.—The aged beneficiaries who were 
hospitalized during the survey year spent an average of 3 weeks (21.5 
days) in a short-term general hospital. While the overall averages 
of those with and without hospitalization insurance were almost iden- 
tical, there were variations when the insured and the uninsured were 
compared by age group and by sex. In the age groups under 75 the 
insured men spent fewer days in the hospital on the average than the 
uninsured; after age 75 the insured men spent more days than the 
uninsured in the hospital. The stays for the women beneficiaries— 
which on the average were nearly 2% days shorter than those for men— 
were slightly higher among women with protection against hospital 
costs than among the women without such protection. 

In comparison with the average for the total noninstitutional aged 
population, including both those in and those out of the labor force, 
the average stay of beneficiaries was 3 days shorter per hospitalized 
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person. As might be expected, the census survey showed much longer 
stays among persons not in the labor force (averaging about 4 weeks) 
than among those still working (averaging 2 weeks). The average for 
aged beneficiaries fell about halfway between these two averages for 
the total aged population. 

That there are basic differences between the population groups 
covered by the two surveys has been pointed out in relation to the 
hospitalization rates. These differences affect the duration of hospital 
stays as well. To account for the wide variation in durations shown 
in table 9, it is helpful to have a distribution of the hospitalized. 
persons in the two surveys by the time each person spent in the 
hospital and a similar distribution of the days of hospital care by 
length of stay (table 10). Of the hospitalized beneficiaries, insured 
and not insured alike, 30 percent spent 1 week or less in the hospital. 
An identical proportion of the total aged population that was uninsured 
had equally short stays. Of the insured group, on the other hand, as 
many as 37 percent were in hospitals for a week or less—a reflection 
of the generally shorter stays of persons still in the labor force. 
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TABLE 11.—Number of days of hospital care per 100 aged beneficiaries in short-term 
hospitals, survey year 1951, and per 100 in the aged noninstitutional population, 
calendar year 1951, by age 2 and by sex and ownership of hospitalization insurance 
































Total Men Women 
Ageand employment status With | With- With | With- With | With- 
Total | insur- out Total | insur- out Total | insur- out 
ance | insur- ance | insur- ance | insur- 
ance ance ance 
Aged beneficiaries, total_____ 225 280 209 240 278 229 207 283 184 
(Winder 7 Onis et ee a 196 228 184 204 200 205 189 255 164 
H{\ nik: Sie eR OnE ts Sera ges tee 233 263 225 247 233 251 217 301 193 
SCENE! OYGINN ee 252 414 217 269 459 226 221 325 202 
7 STAG Ne aah eee caliph 242 374 211 267 400 233 200 324 174 
SOramdrowerns 25.2 4¥ 280 589 235 274 689 210 292 (3) 287 
Aged noninstitutional pop- 
tlatiom, total: 2s: 2 2258 165 151 170 184 168 190 148 130 154 
G5 a6 Gis seca eae ete 8 Sa 141 141 140 135 157 118 146 1A 157 
TOT sak yates seg eh irene ABI 213 157 232 283 114 350 Vil 208 135 
Wea OVER seen soe ee 153 168 150 158 298 132 149 54 165 
Ts herlaborioncee. see See 81 102 64 85 108 66 61 70 55 
Not in the labor force_____-- 190 181 193 252 258 250 156 139 160 








1 Data from Bureau Report No. 18 (Division of Research and Statistics), table 53. 

2 For old-age and survivors insurance beneficiaries, age at end of survey year; for noninstitutional pop- 
ulation, age in March 1952. 

3 Percentage not computed: base too small. 


Hospital stays of as long as 2 months or more were also equally 
frequent among beneficiaries with insurance and beneficiaries without 
insurance (6 percent of those hospitalized). Of the total aged popula- 
tion that was hospitalized, however, only 2 percent of those with 
insurance but almost 10 percent of the uninsured spent 2 months or 
longer in the hospital. Persons with hospital care of 2 months or 
longer accounted for about one-third of all the hospital days for both 
the beneficiaries with insurance and those without, in contrast to less 
than one-tenth of the days for the total aged population with insur- 
ance and one-half of the days for the aged population without 
insurance. . 

Some of these differences are undoubtedly traceable to differences 
in definition of what constituted institutional care in the two surveys. 
The census counted care in a Veterans’ Administration general hospital 
as hospital care even if it lasted 365 days; the adjustments made in 
the beneficiary survey data classified care in Veterans’ Administration 
facilities as institutional care without distinguishing between dom- 
iciliary and general hospital facilities. While this difference would 
partially explain the variation between the two survey findings for 
men, it does not explain why there was a larger proportion of unin- 
sured women in the total aged population with long stays; they 
accounted for a much larger proportion of days than did uninsured 
women beneficiaries. Some of the difference could he in the bene- 
ficiary survey procedures that excluded from the beneficiary group a 
wife who was out of the home for all or practically all the survey 
year. A more probable explanation is found in the presence in the 
total aged population of a much higher proportion of women at the 
most advanced AES. 

Days of hospital care per 100 beneficiarres.—When the days of hos- 
pital care are related to all beneficiaries rather than to those who were 
hospitalized, the resulting rates measure not only the length of time 
spent in the hospital but the differences in hospitalization rates. As 
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a group the aged beneficiaries used during the survey year 225 days 
of general hospital care per 100 persons, or 2% times the national 
average for persons of all ages (100 days per 100 persons). Insured 
beneficiaries had 280 days of hospital care and uninsured 209. The 
number of days of care per 100 increased with advancing age, except 
for the uninsured men, whose high institutional rates may have kept 
down the hospital days for the oldest persons. 

The old-age and survivors insurance beneficiaries used more days 
of hospital care in a year than did the aged noninstitutional popula- 
tion—225 per 100 persons compared with 165 per 100. The differences 
are less if the comparison is between the beneficiaries and those not in 
the labor force. The insured women in the 2 surveyed groups 
showed considerably different rates—283 days per 100 women for 
the old-age and survivors insurance beneficiaries and 139 days per 
100 for the noninstitutional population not in the labor force. It 
is possible that this market difference—which stems from the number 
hospitalized rather than the average stay—is the result of sampling 
variability between the 2 surveys; aged women with hospitalization 
insurance made up a relatively small part of each survey population. 


CONCLUSION 


Heretofore knowledge of the incapacity of the aged population has 
been largely in terms of hospitalized illness. The amount of hospital 
care used by older persons has been ascertained but without relation 
to the amount of incapacity in bed at home or in institutions. Other 
studies have shown that ownership of insurance against hospital costs 
affects the rate of admission and length of stay in general hospitals, 
but they have not permitted an examination of these differences 
against a background of nonhospitalized incapacity. Data from the 
1951 national beneficiary survey presented here throw some additional 
light on these important interrelationships. 


10. THE AGED NEED PROTECTION FROM THE COSTS OF 
HOSPITAL CARE! 


I. S. Falk and Agnes W. Brewster, Director and Medical Economist, 
Division of Research and Statistics, Social Security Administration, 
Federal Security Agency, Washington, D. C. 


The text of this article is condensed from a paper presented at the annual 
meeting of the American Public Health Association, before a joint session of the 
medical care section and the American Association of Hospital Consultants, 
Cleveland, October 23, 1952. 

Opinions expressed here are the authors’ and do not necessarily express the 
views of the Social Security Administration or the Federal Security Agency. 

Nationwide information is available annually on hospital utilization 
for the population as a whole. Until late in 1952, however, the 
corresponding basic facts regarding hospital care among the aged 
were still being derived from studies made 10 to 20 years ago. In 
the interim, hospital care has undergone many changes; and the financ- 
ing of hospital care through insurance has become widespread, affecting 
the receipt of care in all ages of the population. Current data on 
utilization are needed to plan health services for the expanding popu- 
lation in the higher ages of life. 


Must Br Asie To Pay 


Utilization is so linked to abuity to pay that it can be understood 
clearly only in relation to the financing of hospital care, whether for 
the population generally, among insured and noninsured groups, or 
among those receiving care at public expense. ‘This is especially 
true for the aged because they have less than average financial resources 
and higher morbidity rates. The pooling of hospital costs—through 
insurance, taxation or both—is now widely accepted for the financing 
of short-term care. Insurance plans and companies report that 56 
percent of the population had some kind or amount of hospitalization 
insurance at the end of 1951.2 But there has been no reliable esti- 
mate of the corresponding percent among those 65 and over. 

To ascertain the current situation about insurance ownership and 
about hospital utilization among the aged, and to explore possible 
ways of strengthening their economic security, the Division of Re- 
search and Statistics of the Social Security Administration collected 
all available data from published documents. Jn addition, Blue Cross 
plans, retirement plans, public-assistance agencies, and others which 
had age-specific records generously furnished special tabulations. 
The collected pieces had many limitations, however, with respect to 
their wider application. To get better nationwide estimates for 
people 65 and over, the Current Population Survey of the Bureau of 
the Census was utilized. In March 1952 special questions dealing 

1 From the Modern Hospital (April 1953), pp. 88, 90, 92, 94, 96. 


2 Annual Survey of Accident and Health Coverage in the United States, as of December 31, 1951. The 
Health Insurance Council, New York, June 1952, 31 pp. 
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with the ownership of hospitalization insurance and the receipt of 
hospital care in 1951 were added to the census interview question- 
naire, to be asked of or about every person 65 and over in the repre- 
sentative sample of 25,000 households. The replies provided the 
basis for this study. 

The noninstitutional population of persons 65 and over is shown in 
table 1, distributed according to age, sex, race, urban-rural residence, 
and employment status. The percent that had some hospitalization 
insurance on the survey date is also shown for each category. Note 
that 26 percent of all persons 65 years and over had insurance but 
that proportionately more men (30 percent) than women (23 percent) 
were insured; and note that there were fewer men than women in 
the higher ages. The extent of insurance ownership declines markedly 
with age—36 percent owned insurance in ages 65 to 69, but only 15 
percent in ages 75 and over. Asa result, the insurance was relatively 
concentrated in the age group 65 to 69, the largest age group and the 
group with the largest proportion still gainfully employed. The pro- 
portion with insurance was nearly three times as large among white 
persons (28 percent) as among nonwhite persons (11 percent), and 
twice as large among urban (30 percent) as among farm residents (15 
percent). The population 65 years and over is, for the most part, not 
in the labor force. The percentages with insurance indicate clearly 
that insurance ownership was directly related to membership in the 
labor force. There is no question that persons 65 and over lag far 
behind the rest of the population in the extent of protection available 
to them. 


TABLE 1.—The aged population and ownership of hospitalization insurance 


[Noninstitutional population 65 and over, March 1952] 


Number of persons in Percent with some in- 
each population group | Percentage distribution | surance in each popu- 
(thousands) lation group 


Population group 


Both | Male Fe- Both | Male Fe- Both | Male Fe- 


sexes male sexes male sexes male 

AO Gaull epee = Be ees ee 12,006 | 5,620 | 6,386! 100.0 | 100.0] 100.0 26 30 23 
Go CONGO. st FE FEE es OS! 4,816 | 2,338 | 2,478 40 41.6 38.8 36 42 31 
LONE ee ee oe oe ee 3,343.) 1,574) 1,769 27.9 28.0 Pes 25 28 22. 
COON IOV Cleese see 3,847 | 1,708 | 2,139 32.0 30. 4 Soe Or a ale 16 14 

SV hiite Atpiete..8 ery fre 11,134} 5,227 5,907 92.7 93.0 92.5 28 31 24 
INomWihites: soe eee 872 393 479 leo 7.0 7.5 11 16 6 
Oriani... <A See 7,640 | 3,406 | 4, 234 63.6 60. 6 66.3 30 36 26 
IR Unalimomianiie oe. ee 2, 522 1, 219 1, 303 21.0 21.7, 20. 4 22 26 18 
QA eee me ee ne ee ee ee 1, 844 995 849 15.4 alfa oes 15 17 14 
In the labor force_____..___- 2,791 | 2,299 492 23.2 40.9 tall 44. 45 41 
Not.in the labor force______- 9,215 | 3,321 5, 894 76.8 59. 1 92.3 21 20 21 


Data PERMrit COMPARISONS 


Tables 2 and 3 give some key figures on hospitalization among the 
aged. Data in table 2 reflect the utilization in 1951 for the March 
1952 population and permit comparisons between insured and non- 
insured persons, as well as among different segments of the aged pop- 
ulation of that date. Because of the retroactive nature of the sur- 
vey, made in March 1952 but measuring hospital experiences in the 
12 months of 1951, the data in table 2 include care received by some 


’ For more details on methodology and findings, see Social Security Bulletin, November 1952. 
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persons who were only 64 in 1951 and exclude hospital care received 
by all persons who were 65 and over in 1951 and died during that year 
and early 1952. The utilization rates adjusted for these two groups 
are shown in table 3; this second set of figures therefore reflects the 
total amount of hospital care received by all noninstitutional persons 
who were 65 and over at the time care was received.* The adjusted 
rates of table 3 have the virtue of comparability with hospital sta- 
tistics as usually presented, being equivalent to rates derived on a 
current basis. Unfortunately, they do not lend themselves to the 
comparisons among population groups and between insured and non- 
insured persons that are possible from table 2 

Higher admission rates but shorter hospital stays are the general 
rule for insured—as against noninsured—persons (table 2). White 
and nonwhite persons differ in utilization, and there are contrasts 
between urban and farm residents in admissions and days of care. 
The relatively better health that may be presumed for aged persons 
still in the labor force is reflected in their low rates of admission and 
short average stays. As a result, their days of hospital care per 
thousand are much lower thaa for those not in the labor force, whether 
insured or not. 


TaBLE 2.—Hospitalizaiion rates in 1951 


[Noninstitutional population 65 and over, March 1952] 





Admissions per Hospital days per Hospital days per 
thousand persons admission thousand persons 
| 
With | With With | With With | With © 
All some | noin- All some | no in- All some | no in- 
insur- | surance insur- | surance insure | surance 
ance ance ance 

LEY. GER ee ee 73 103 63 22. 5 14.7 27.0 1,649 | 1, 506 1, 700 
CNN fo) ae a ee 82 116 68 ae 14.6 28. 0 1,837 | 1, 685 1, 903 
Hemalet pater fia oe 65 88 59 IA 14.7 26. 2 1,483 | 1, 297 1, 5387 
SWE lati Cee se tine a a et 76 103 66 22.4 14,3 Qe 1,698 | 1, 479 1, 781 
Niomwiniter 2225 Sh iete3 eee 41 109 33 2051 21.8 26.4 | 1,034 | 2,369 877 
Wiha niswe 8: 22. Plot ee 71 98 60 25.8 14.9 33.6 | 1, 848 1, 451 2, 014 
Ruralenoniarm 2225s 82 95 73 19.9 Way 21.6 | 1,636 | 1,443 1 691 
1 Dy2Y clas Ray ie ee A Sree me 70 152 55 12.4 By MS 7, 862 | 2, 080 643 
In the labor force..-_....... 64 85 47 12.6 12.0 13.5 806 | 1,020 637 


Not in the labor force_------ 76 114 66 | 25.0] 15.91 29.1] 1,900] 1,813] 1,928 


4 The adjustments for age 64 were based on the hospitalization rates for persons 65 to 69. The adjustments. 
for decedents were made by applying hospitalization rates, by age groups, to data on deaths according to. 
place of death. It was assumed that: noninstitutional deaths had the average frequency and amount of 
hospitalization of survivors; hospital deaths had one admission of average duration each —to cover ter- 
minal and prior hospitalization in the year. Weare indebted to the Office of Vital Statistics for use of their: 
punchcards for a 10 percent sample of all deaths in 1949. Further details concerning these adjustments are 
given in the Social Security Bulletin, November 1952. 
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TaBLeE 3.—Hospiial utilization in 1951 


[Survey population 65 and over, March 1952; and all persons 65 and over when hospitalized] 





Admissions per thousand | Hospital days per thousand 





persons persons 
Sex and age 
Survey pop- | 1951 popu- | Survey pop- | 1951 popu- 
ulation, lation ulation, lation 

March 19521] (adjusted)? | March 19521} (adjusted)? 
Both sexes. So Eee AA eee eee ee 73 93 1, 649 2,051 
POD €0(60ws. ese ee Shes oe ba ee 78 86 1, 406 1, 538 
LO MUO (Atri ee ee ae eR 69 89 2, 133 2, 587 
VO ANGVOVers i => oot Se eee eee 71 104 1, 530 2, 229 
Wal Gace aca ee ae ge ee Be cae 82 105 1, 837 2, 291 
a Fal KO Cee eee Seo ae A a eS ns De at tee Bae 96 105 1, 349 1, 479 
EO: TOR TESS aoe es YD ede PO Ls 68 93 2, 831 3, 366 
ORAILCsO ViORee ese sees Se eee ahs ee oe 77 117 1, 583 2, 414 
Memials jib ooo Fis ee a ee 65 82 1, 483 1, 839 
(Tage HO OY Dees eee waar irae eae eae CON Eee, ae ee 62 68 1, 460 1, 593 
MOCO: (45 eer ee eee Oe ie Bee eee eee ene 69 87 1, 509 1, 892 
WOON OVEDS ee. oo. Po cere cee ee ee 67 94 1, 487 2, 080 





1 Confined to the living noninstitutional population aged 65 and over in March 1952. 
2 Includes persons aged 65 and over who died in 1951, and excludes persons who were 64 when hospitalized. 


In the adjusted data (table 3), the admission rate for the whole 

noninstitutional population aged 65 and over in 1951 was 93 per 
thousand, in contrast to 73 per thousand among the March 1952 
population, and hospital days per thousand were 2,051 instead of 
1,649 showing the effect of including admissions and days for aged 
persons who died during the year or prior to the survey date. In 
the adjusted data, both the admission rates and the days of care per 
thousand generally increase with advancing age, reflecting the higher 
death rates at the highest ages. The male rate of 2,291 days per 
thousand, the female rate of 1,839, and the rate for both sexes of 
2,051 are nearly doubled the 1951 rate of 1,131 for the population of 
all ages, shown later in table 6. 
» The long stays in the hospital of a relatively small proportion of 
persons can account for a large share of the total hospital days a 
group receives (table 4). The insured and the noninsured differed 
considerably in this respect, however, because only a very small 
fraction of those with insurance remained in the hospital longer than 
60 days and, in the survey sample, none remained longer than 90 days. 
The figures suggest why insurance plans can, at relatively low cost, 
increase the maximum benefit days from 21 or 30 to 90, 120 or more. 
If there were an unfavorable selection of risk among the insured 
membership, such as was apparent for aged persons who had no 
insurance in the March 1952 population, a substantial increase in 
days of care per thousand would be involved. 
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TABLE 4,—Hospitalized persons and days of hospital care in 1951 by duration and 
insured status 


{Noninstitutional population 65 and over, March 1952] 











Durations Total With some With no ~ 
insurance insurance — 
Percent Percent Percent 
Hospitalized Pensons? i 54s. oe oe sas eee 100.0 100.0 100.0 
Receiving lessithan 8b days2 iis. u23£i5_. 12222. Shs 82.8 88. 7 79.6 
Rveceivineis latOjsGojd MYSee qo ae eee ees Sa = oe A os a5 17.2 11.3 20. 4 
Pipsesite as yas ea eek et cpette<tes speek 100. 0 100.0 100.0 
Persons receiving less than 31 dayS...--------------------- 41.2 65.3 33.7 
Persons receiving 31 to 365 days_...----------------------- 58.8 34.7 66.3 
NEV CPROMEN Oo Steere 82h Foo Leck sdeeedd sch se baste 20.7 20.6 20.7 
sys, Demon. LHe sOth -o< 2. 0G passed o3 see cecectseee 38.1 14.1 45.6 
Hospitalized persons. ts =< 53 So ote ee een ee ee 100.0 100.0 100.0 
Reeeivine less than 61 days... <---2.c2s-cc cs deed n ene ~ 93.0 97.9 90. 4 
Réceivane Gite S00 Was. ba 22s J52~ dann as at esa teenn'ge ease 7.0 2.1 9.6. 
POSTER Gay ceree meres 5k he eee Enh REE Pe eae sok 100.0 100.0 100.0: 
Persons receiving less than 61 days-___..--.--.------------- 59. 7 90. 6 49.9: 
Persons receiving 61 to 365 days__--.._-----.---.---------- 40.3 9.4 50.1 
Days 200 Ge Gist se is fb 2 ee hs eee eke 16.7 Hiss 19.5, 
Days beyond: the Uh. -- 1-2 2<<6 32ers 23.6 11,7 30.6 





1 No one in this group in the survey sample had more than 90 days during the year. 


Tas_LE 5.— Method of paying hospital bills in 1981 
{Hospitalized persons in the noninstitutional population 65 and over, March 1952] 





Source of payment Total With some | With no in- 
} insurance surance 

ATE EE ISS A ES eee We «5d RE Ree ene oer 100. 0 100. 0 100. 0 
Payment from a single souree_______..._-_..---.---.-..--.-.-. 76.1 45. 4 92.8 
SSS POTION- OF SPOUSE Sos 2 = $ Hee no 50 bo ee ewe 38. 1 6.7 55.1 

IBY) TeIIVG) = = 2223 oe en eo be he hee tas 10.2 1.5 15.0 

Bhi Siete Dhar Yo: cue poeemee Mat ae gty eet, S ee 2 ee ee 12.6 SONS. patterns Be 2 

1 SINAC) LCD) See, ee okt ee Le See Se ee ee 1.3 olf 1.6 

NIC La ees ae ee penn eens Sere Re res 13.9 UG; 21.1 
Payment from multiple sourees___......_....--_....-.-.~.-..- 23.9 54.6 7.2 


Payment from single or multiple sounces involving: 1 


IRCrSOMIOMS WOUSO et ne scan ek Soe he 58. 8 53. 7 61.5 
iRerson, spouse, ang relatives +. so. 222.22 bocca ke 72.2 62. 7 77.3 
PVOIA DIO u eer! 2k adele ose SALE TB a Ea tier SMe AMEE 18.1 11.2 21.9 
NE Step CC aes Ao ene AES 828 yh es PS Sis 2h fie 31.2 B8n8) eu sec ose NOS. 
OW ECTS Sse ES Se Re he Se eee ee 2 ee 1.6 Fag 2.0 
INGICH ATO CS oe aie Bee repel eres tn ete Pen ee ee eS 14. 7 1.5 21.9 





1 Not additive. es 
2 Also includes a few instances of patient plus free care, relative plus free care, and relative and other. 


Turning to the question of how aged people pay their hospital 
bills (table 5), it is evident that the insured and the noninsured met 
hospital charges quite differently. For 36 percent of the insured (but 
for only 13 percent of the total population) insurance alone took care 
of the bill; it required supplementation for 53 percent of the insured. 
Among the noninsured, 55 percent met the bill entirely themselves, 
but more than a fifth had care with no charges made, and relatives 
met the bill entirely for 15 percent. 
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Experiences in furnishing hospital care to persons 65 and over, 
which were assembled in the course of these studies, are summarized 
in table 6. The rates apply to both sexes combined and are based 
on a wide variety of data. With the basis laid in tables 2 and 3 for 
examining differences in rates among different segments of the aged 
population, the reader acquainted with the characteristics of group 
payment plans can discover some of the explanations for wide 
divergence in rates evident among the plans. Limitations of space 
do not permit more than pointing out that there are differences in 
age distribution, urbanization, scope of insurance benefits or of public 
provisions for hospital care, extent of insurance ownership, membership 
in the labor force, and in availability of hospital facilities and outpa- 
tient services. In varying degrees, such factors affect the rates in the 
different experiences shown. 


TABLE 6.—Hospital utilization among persons 65 and over ! 














Admissions; Days per | Days per 
Group Year per admission | thousand 
thousand 
United States walileacesss tase ee eer eeewes 3 eae. asses 1951 112 10. 1 1, 131 
SSA, census survey, 65 and overis_-_.-__=---_=----_-_--____ 1951 93 22.1 2,051 
Naqsune det Re = Sse st PRO ee. ee ee alee 121 14.8 1, 792 
INO tan Stined se ee ae ee ee ee ee eee ee ee 78 26. 8 2, 090 
Common costs Of medical Cares = = has- Scenes coe eee ee- 1928-31 | 61 24.6 1, 501 
National healthisurveyasee. oe nen Se ee ae ee tee 1935-36 50 29.0 1, 456 
Fastern health district, Baltimore--_..-...-.---------------- 1938-43 53 30. 0 1, 682 
OAS beneficiaries, Gaand Overs= == 22-22-22 —- ee 1951 105 25. 0 2, 620 
Jnsunedau. 3 RRA SERBS ADS AAE ee Sees ee te | ee kee ae 130 24. 6 3, 200 
INOtimSunedaee = seen sss. ee ee a eae eee ees 97 25. 6 2, 500 
Insurance experiences: 
Blue Cross plans: 
(@ State unban- tuna ee oo. oon an eee. eee 1937-48 138 13. 4 1, 849 
(@)EStatemmonrenimbans Saintes 2 eae eee 1950 174 14.5 2, 520 
(c) Large city and suburban-__---- ee eee 1950 141 10. 8 1, 529 
(d) Metropolitan area__..--------- Von See eS ee ee 1951 193 12.8 2,473 
Other: 
(ERP sme ens: seats SAP SU eee ee cen 1948 125 19.1 2, 390 
IReRinanenbessseees Sete ane tees Sg oe See 1950 127 8. 2 1, 040 
GAN pensioners. 22 eset See See eas ee ee 1950-51 163 14.6 2, 380 
Missouri -Pacifie-pensioners22--e-5 --2--~.-2---ss=- 1949 433 13.5 5, 846 
OIAvA> counties am O States... Os 2.2. oa ee ene 1946. |. 2-552 2- ep aoe eee eee ee 
dnaluinin 6 he <n  o ee ae E P ow ee CR ee ee eee 72 20.9 1505 
Wie didi. Pee eRe e522 ee ee 106 25.8 2, 735 
Maximum = $2222 2. Sb Reh es oe eo ee eS (eo 160 40.9 6, 544 
Canadian public insurance: 
British=© chamibias asso aces eae cenn she ssss-3 1950 172 17.6 3, 020 
Saskatehewal, GoamdiOverses 22-5 eee 1951 334 22.4 7, 485 
iHxchidingx@rAspemsiomerswec sees. = 52225 | onan ce 303 20.8 6, 298 
OAS pensioners s--2-t2= 2-2-2222 eae. eee ee 393 25.1 9, 864 


1 Sources on which these data were based may be obtained from Mr. Falk at the Division of Research 
and Statistics, Social Security Administration, Washington, D. C 


In 1951, those who were 65 and over received nearly twice as much 
general hospital care per capita as the population of all ages. This 
resulted mainly from their relatively high average length of hospital 
stay. As in other age groups, short-term cases predominated among 
the aged, but their relatively few long-term cases were responsible for 
a large proportion of all the days of hospital care they received. This 
finding invites review of the use of general hospital beds, personnel 
and funds for the care of long-term cases among the aged. 

Among persons 65 and over, the frequency of hospitalization and the 
amount of hospital care in 1951 varied by age, sex, color, place of 
residence, and labor-force status, and markedly according to insured 
status. Since the noninsured are predominantly groups that are 
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presumably worse-than-average risks (they are older; more are retired 
and unable to work; they include public-assistance cases), it may have 
come as a surprise that they had fewer admissions than the insured. 
Because of their longer average stays, they nevertheless received a 
larger amount of hospital care. Thus, financial burden was dispro- 
portionately heavy on those least equipped to bear it—those with 
no insurance protection. These findings are supported by the data 
showing the extent to which relatives, the hospitals, public agencies, 
and others—apart from insurance—participated in financing the 
hospital care of aged persons. 

It is widely believed that older persons are not receiving the amount 
oi hospital care they need. This is difficult to test objectively, because 
need is hard to measure. However, if the admission rates for insured 
persons do not reflect substantial overhospitalization, the much lower 
admission rates for noninsured persons probably reflect underhos- 
pitalization, not only among select groups like the farm residents 
and the nonwhites, but also among the noninsured generally because 
as a group they probably have more illness and need more care. 

If the aged, and especially the three-fourths among them who were 
not insured, were not receiving all the hospital care they needed in 
1951, the implications are very important because their utilization 
rates were considerably higher than the rates of 10, 15 or 20 years 
earlier. Wil the trend toward still higher levels continue? Should it? 
Or should more of the care received by the aged, especially by the 
long-term cases, be of a less elaborate and less expensive kind, whether 
in institutions designed for bed care, in clinics for ambulatory patients, 
in doctors’ offices, or in patients’ homes? 

The comparison of the survey findings with those from various other 
experiences emphasizes that geographical location and factors of 
population selection radically affect the utilization rates. There are 
some indications that the hospitalization rates are lower when pre- 
payment applies to a broad spectrum of medical services, and not 
merely to hospital care. If this observation is supported by further 
experience, it suggests an opportunity for future reduction in the cost 
of hospital care, without sacrifice of adequacy, by expansion of out- 
patient, office, and supervised home care of the aged. 

The data from old-age assistance experience remind us that the 
economically neediest among the aged are probably also the medically 
neediest, and that the amount of hospital care furnished them has 
been determined largely by available public funds. More nearly 
adequate provision for public assistance cases throughout the country 
could involve large additional tax funds. Public assistance methods 
and practices in regard to hospital care therefore deserve close study, 
so that there will be maximum economy without sacrifice of quality. 

Finally, a few comments on some implications of the data concerning 
insurance and financing. Only one-fourth of the aged had some hos- 
pitalization insurance in March 1952. And those who had some, had 
far less than comprehensive insurance protection—witness their fre- 
quent use of other methods and resources to help pay hospital pills. 
Voluntary insurance may further expand enrollment among the aged 
and the comprehensiveness of the protection afforded. But the retired 
status of large proportions of the aged, and the meager financial 
resources of most of them, suggest limits beyond which self-supporting 
voluntary insurance may not be able to go in providing the aged with 
financial security against hospital and other costs of illness. 
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One alternate recourse is public subsidy of current insurance 
premiums for the aged; but this would involve large amounts of public 
funds, would call for public standards and accounting, and might be 
difficult to develop. 

Another and perhaps more logical recourse is paid-up hospitaliza- 
tion insurance for those who withdraw from the labor force, and their 
dependents, and for those still able to work but approaching retire- 
ment. If this were provided, the aged would have paid-up insurance 
for hospital costs just as, under old-age and survivors insurance or 
other systems, they have paid-up insurance to provide income with 
which to purchase necessities of life that can be budgeted by individual 
families. In financial terms, such paid-up insurance implies premium 
payments during the working lifetime large enough to pay for post- 
retirement as well as for current hospitalization insurance protection. 
In economic terms, it implies earmarking a portion of current national 
product for the health services of the aged. 

Whatever is done for the future health care of the aged should have 
regard for economy as well as quality in the hospitalization practices 
that determine costs; and, at the same time, it should achieve effective 
as well as equitable allocation of the costs among groups of people and 
over periods of time. 

5 Since this paper was presented, the President’s Commission on the Health Needs of the Nation has. 
released its report (December 18, 1952), recommending that ‘‘Funds collected through the old-age and sur- 
vivors insurance mechanism be utilized to purchase personal health service benefits (i. e., hospital and medi- 


cal care) on a prepayment basis for beneficiaries of that insurance program, under a plan which meets Federal 
standards and which does not involve a means test.’’ (Vol. 1, p. 48.) 


11. RECOMMENDATIONS OF THE COMMISSION ON FINANC- 
ING OF HOSPITAL CARE, 1954, FOR THE AGED GROUP 
AND THE PUBLIC AID GROUP 


Tue AcEp GRouUP 


The proportion of the population in the older age brackets is rising 
steadily and will exceed 9 percent of the total population by 1960. 
As of June 1952, the 8.5 percent of the population 65 and over repre- 
sented approximately 13.2 million persons. 

Persons in this age group require more days of hospital care than 
younger persons, with the exception of women during child-bearing 
years; yet they are, as a rule, less able to pay for hospital care than 
other adults. 

Less than one-fourth of the aged were employed in June 1952, a 
time of full employment. Many employed aged have irregular em- 
ployment. Most of the employed aged were men. Only 1 out of 
10 aged women had a job. 

Many millions of the aged are without income from employment. 
Approximately two-thirds of the 9.1 million aged who are outside the 
labor force receive social insurance or public-assistance benefits—with 
more than half receiving various forms of social insurance and 2.6 
million receiving old-age public assistance. The likelihood of this 
retired group improving its economic status by engaging in gainful 
activity is remote. 

There is a sharp upward trend in the proportion of the aged receiving 
social insurance benefits and this trend can be expected to continue. 
About 7 out of 8 employed persons are working in jobs which are 
covered under social insurance programs for old age or survivors 
protection. 

The income and assets of the aged are low when considered from the 
standpoint of a modest standard of living. 

Census Bureau data for 1950 showed that— 


Of unrelated persons! 65 and over, 90 percent had money 
incomes of less than $2,000 and 40 percent had money incomes 
of less than $500. 

One-fourth of all families with money incomes of less than 
$2,000, and one-third of those with money incomes of less 
than $1,000, were headed by aged persons. The median 
income of 1950 for all families was $3,319, while for families 
headed by persons aged 65 and over it was $1,903. 


A nationwide survey made by the Social Security Administration indi- 
eates that about three-fourths of elderly couples and individuals 
receiving old-age and survivors insurance in 1951 had less income than 
required for the minimum budget for urban aged couples established 
by the Bureau of Labor Statistics. Although the aged population of 


1 An ‘“‘unrelated person’’ is one not living with a relative. 
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the country is predominantly urban, 21 percent live in rural nonfarm 
areas and 15 percent on farms. The cost of living is, of course, gen- 
erally higher in urban than in rural areas. The survey found that 
26 percent of the aged had some form of prepaid protection against 
the cost of hospitalization. (57 percent of the general population were 
covered.) | 

The 9.1 million aged without income from employment have rela- 
tively more disability and illness than the 4.1 million aged, including 
aged dependents, who receive income from employment. 

Short-term general hospital utilization—in terms of hospital days 
per 1,000 persons—by all the aged is almost 50 percent higher than 
utilization by the general population and 70 percent higher for the 
9.1 million aged outside the labor force.’ 

An aged unemployed person hospitalized in 1952 in short-term 
general hospitals, for the average length of stay of 25 days at a cost of 
$18.35 per day, the reported national average, would incur a hospital 
bill of about $450. This would represent a half or more of annual 
income for the 64 percent of the aged receiving OASI benefits, who 
have money incomes of less than $900. 


Pusuic Atip GROUP 


To the extent that specific provisions are not developed to finance 
hospital care for such groups as the aged and the unemployed tax 
relief funds must finance hospital care for persons forced to seek help 
from public welfare agencies in paying for their hospital care. 

As of December 1952, approximately 5.6 million persons—3.6 per- 
cent of the population—were dependent on some form of public 
assistance or relief. In many communities, State and local funds for 
purchase of hospital care for these persons were either insufficient or 
nonexistent. 

Present provisions under the Social Security Act for payments 
directly to hospitals (for old-age assistance, aid to dependent children, 
aid to the blind, and aid to the permanently and totally disabled) are 
ineffectual in most States and communities because the cost of hos- 
pital care cannot be included within the maximum grants allowable for 
eligible individuals and because of insufficient State and local funds to 
match Federal funds. 

General assistance caseloads in the counties vary in relation to the 
amount of unemployment. If there were a substantial increase in the 
number seeking public aid because of increases in unemployment, 
the resulting economic burden would be greater than many com- 
munities could meet because in most communities, public relief funds 
are insufficient to meet the full budgeted needs of the indigent group. 

Almost half of the indigent group are 65 years of age or older. 

Loss of employment and insufficient earnings for reason of illness 
are the most important causes of dependency on tax funds. 

In States where hospital care is financed primarily from local relief 
moneys it is frequently financed on an inadequate basis or not at all 
because of the insufficiency of funds. 

The insufficiency of funds which characterizes public-aid financing 
for the indigent groups necessitates, in most communities, that priority 


be given to food, clothing, and shelter needs rather than to hospital- 
care needs. 


? Days of hospital care per year for persons 65 years and over is estimated at 165 per 1,000 persons as Com- 
pared to 112 days per 1,000 persons for the general population. edie = . 
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Inadequate financing of hospital care for indigents arises primarily 
because of reliance on local government tax resources for this type of 
relief. Local units of government frequently lack fiscal ability or 
willingness to meet their obligations to the needy for financing hospital 
care as well as for financing other essentials of life. 

The size of public aid grants given individuals and the extent that 
public responsibility is assumed for payments to hospitals for needy 
persons tend to vary in direct relation to State and local fiscal ability. 


RECOMMENDATIONS AND GuIDING PRINCIPLES 
THE AGED AND PERMANENTLY DISABLED 


The vast majority of the unemployed aged and permanently 
disabled are unable to purchase prepaid hospital care from their 
incomes. Persons who enter this group tend to remain dependent on 
tax funds for payment of their hospital care throughout life. Without 
assistance in paying for hospital care these persons often will not 
receive the care they need. 

Improved methods of financing bospital care for this group might 
be accomplished by a combination of the following: 

1. Encouraging employers to make provision for coverage of 
retired employees under voluntary prepayment plans as a part of 
their pension programs. 

2. Inclusion of a provision in the Federal old-age and survivors 
insurance program for hospitalization protection for needy bene- 
ficiaries receiving monthly income maintenance benefits under this 
program, provided: 

(a) That the certification and administration of funds for hos- 
pital benefits be the responsibility of State and local agencies; 
and, 

(6) That the protection be provided by the local administering 
agency through purchase of voluntary prepayment from OASI 
funds or by direct payments to hospitals on a reimbursable cost 
basis from such funds. 


This recommendation was adopted with E. J. Faulkner dissenting 
as follows: 


Commission Member E. J. Faulkner dissented from this 
recommendation for the following principal reasons: 

1. If the means test is used to establish need for financing 
hospital protection for OASI beneficiaries, the proposal is 
unlikely of enactment because of congressional disinclination 
to include any means test in the OASI system. On the other 
hand, if the means test is not included many OAST benefi- 
ciaries who do not need help to finance hospital care will 
receive an unneeded subsidy from the taxpayer. Should the 
means test be included, it is contended that it would be more 

. efficient and economical for Government to pay the costs of 
hospital care for such recipients directly rather than incor- 
porating it in the OASI mechanism. 

2. If Government, through OASI, subsidizes hospital care 
for OASI beneficiaries, precedent will have been established 
for similar subsidization of all health care costs leading 
directly to socialized medicine. 
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3. It is particularly unwise to extend OASI benefits mto 
any new fields at this time in view of the need for radical 
corrective measures to OASI itself, to prevent social-security 
costs from becoming ultimately a crushing burden on our 


economy. 
GROUPS DEPENDENT ON PUBLIC AID 


After provision is made for the extension of prepayment to the 
largest possible number of persons, and for improved methods of 
financing hospital care for the groups now generally unable to pay for 
care, it will still be necessary to meet the cost of needed hospital care 
for those persons who receive various forms of public aid. 

Local community ability to finance hospital care for persons 
dependent on public aid varies widely and bears no relationship to 
the number of persons in the community requiring such assistance 
or to the cost of their hospital care. 

As a possible solution to the problem of improved methods of 
financing hospital care for persons dependent on public aid, the 
following is proposed: 

Indentifiable Federal grants to States and localities on a variable 
matching basis for the specific purpose of financing hospital care for 
the indigent group provided that: 3 

1. Methods for allocation of funds to States take into account 
State fiscal resources, number of persons in the State needing assist- 
ance in financing their hospital care, and cost of hospital care in the 
particular State. 

2. Methods of administration of funds should provide for a maxi- 
mum. of local administrative responsibility, under standards which 
assure economical and effective use of funds. 

3. Grants to States be made for a limited period of time as an 
incentive to localities and States to develop more adequate financial 
and administrative arrangements. Hospital care thus financed might 
be purchased through voluntary prepayment agencies, if found 
practicable, or by direct payments to hospitals on a reimbursable 
cost basis. 

4. Federal funds be made available to the States to support pro- 
grams designed to explore the possibility of bringing the nonwage or 
public-relief group under voluntary prepayment plans. 

5. An appropriate State program under which funds will be admin- 
istered exists or is established by the responsible State agency. 


STATEMENT OF StanLtEY H. Rurrensere, Director, CIO Dzpart- 
MENT OF EDUCATION AND Researcu, Dirrerinc From Conciv- 
SIONS OF THE COMMISSION ON THE FINANCING oF HospitTaL Care, 
JANUARY 6, 1954 

SUMMARY OF REMARKS 


The program recommended by the Commission unfortunately 
contains two major weaknesses: first, costs of belonging to voluntary 


§ Dr. Walter B. Martin wished to record his conviction that the principle set forth in item 4, shoula apply 
to this recommendation. This item reads: 
_ ‘4. Even though Federal funds may be necessary for experimentation in developing methods for 
improved financing of hospital care for persons in the low-income (‘medically indigent’) group, it is recog- 
nized that a method of measurement to determine eligibility for such assistance cannot be established on 
a national basis for application throughout the country but must be established and administered in the 
local community. Such a definiticn must necessarily take into consideration family size and economic 
needs in relation to family resources and other factors that cannot be measured except on a local basis. 
(Dr. Walter B. Martin wished to record his conviction that the principle set forth in this point should 
apply whenever Federal funds are used in connection with hospital care for the ‘medically indigent.’)’’ 
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prepayment plans would continue to be too high for a large segment 
of the population, including many who are gainfully employed; and 
second, the alternative offered to the substantial group of persons not 
covered would involve a means test. These weaknesses arise from 
the failure of the Commission to consider and recommend a compre- 
hensive system of social insurance covering the costs of hospital care. 

Even within the framework of the voluntary approach, with the 
many problems outlined, the Commission’s recommendations place 
too much emphasis on action at the community level. 

Recognition should also have been given to broad methods of 
reducing the need for hospital care, such as programs for making 
preventive medical care available at a reasonable cost to all groups 
in the population, and a wide variety of measures that would help to 
eliminate substandard levels of living, such as extension of minimum 
wage laws and public housing. 


FULLER EXPLANATION 


The first weakness results from an outstanding characteristic of 
the voluntary approach, namely that. members are charged the same 
amount regardless of differences in earnings. Insurance companies 
are not permitted by law to adjust to income levels, and most coopera- 
tive hospital plans such as Blue Cross likewise charge flat rates without 
relation to earnings. 

The Commission’s recommendations attempt to meet the needs of 
certain low-income groups through extension of protection during 
periods of unemployment and disability. However, the costs of such 
extension would be added to regular charges. Some of the recom- 
mended improvements in benefits would likewise tend to add to costs, 
so that charges would presumably not be reduced in spite of other 
economies that might be achieved. 

While such improvements are desirable, high membership rates 
would inevitably continue to keep out many persons who have small 
incomes compared to their needs. This group is a very large one, 
including many families with incomes above the $2,000 figures men- 
tioned in the report. 

It is not enough to recommend that funds ‘‘be made available to 
explore methods for assisting families and individuals with low in- 
comes (i. e., the medically indigent) to purchase prepayment for hos- 
pital care.” The report should have recognized existing successful 
experience with social insurance covering hospitalization. 

An adequate analysis of obstacles to extension of membership in 
voluntary plans should also recognize that in many places hospitals 
discriminate against minority groups through segregated, inferior, and 
insufficient facilities. Persons belonging to these minorities therefore 
find membership in voluntary prepayment plans less meaningful and 
therefore less attractive. Since persons in minority groups often 
have low earnings, a large proportion of them would suffer especially 
from the weaknesses of the Commission recommendations, especially 
in communities which do not apply an equal standard in connection 
with the means test. 

One of the basic advantages of social insurance, as exemplified by 
old-age and survivors insurance, is that contributions equal a certain 
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percent of earnings in covered employment, so that low-income 
families do not have to pay as much as those which are better off. 
The individual, moreover, is not expected to contribute the entire 
amount. The cost is considered partly a social responsibility, and 
an equal contribution is levied on employers to help meet it. Social 
insurance thus makes benefits available at a reasonable cost to all 
those in covered employment without a means test. The coverage 
is made compulsory to assure protection to all and to avoid adverse 
selection of risks. Social insurance thus offers advantages in low 
cost and comprehensiveness of protection not matched by any pro- 
eram for voluntary plans. i 

A constructive program should be based on receipt of necessary 
hospital care as a matter of right, without examination of means, both 
to safeguard human dignity and to assure that care is in fact available 
when required. The Commission’s recommendations would appar- 
ently lead to use of a means test for those considered medically 
indigent. While this matter is not dealt with explicitly in connection 
with the general recommendations, it is implied and is consistent 
with common hospital practices of investigating patients’ incomes. 
The recommendation in regard to extension of hospitalization protec- 
tion to persons receiving benefits under old-age and survivors insur- 
ance specifically refers to use of a means test. It is highly undesirable 
to start mixing this approach with social insurance. 

The Commission on Financing of Hospital Care was an independent 
nongovernmental agency sponsored by the American Hospital Asso- 
ciation. It was established in late November 1951 to function for a 
2-year period. Funds for the commission’s study were made avail- 
able by grants from the Blue Cross Commission of the American 
Hospital Association, Health Information Foundation, John Hancock 
Mutual Life Insurance Co., W. K. Kellogg Foundation, Michigan 
Medical Service, Milbank Memorial Fund, National Foundation for 
Infantile Paralysis, and the Rockefeller Foundation. 
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12. RECOMMENDATIONS OF THE COMMISSION ON 
CHRONIC ILLNESS ON THE CARE OF THE LONG-TERM 
PATIENT 


American Cancer Society 

American Dental Association 
American Heart Association 

American Hospital Association 
American Medical Association 
American Public Health Association 
American Psychiatric Association 
Arthritis and Rheumatism Foundation 
Muscular Dystrophy Association 
National Foundation for Infantile Paralysis 
National Multiple Sclerosis Society 
National Tuberculosis Association 
New York Foundation 

Public Health Service 


GENERAL 


1. Care of the chronically ill is inseparable from general medical 
care. While it presents certain special aspects, it cannot be medically 
isolated without running serious dangers of deterioration of quality 
of care and medical stagnation.' 

2. Care and prevention are inseparable; the basic approach to 
chronic disease must be preventive, and prevention is inherent in 
adequate care of long-term patients. Persons and institutions 
assuming care of the long-term patient have an obligation to apply 
early diagnosis and prompt and comprehensive treatment of the 
whole patient, to prevent or postpone detericrations and complica- 
tions which may produce or aggravate disability. 

3. Rehabilitation is an innate element of adequate care and properly 
begins with diagnosis. It is applicable alike to persons who may be- 
come employable and to those whose only realistic hope may be a 
higher level of self-care. Not only must formal rehabilitation services 
be supplied as needed, but programs, institutions, and personnel must 
be ageressively rehabilitation-minded. (Areport by the American Med- 
ical Association on rehabilitation appears in volume V of this series.) 

4. Recognition should be given to the importance of the emotional 
attitude of those whose illnesses become long drawn out, permanently 
crippling or in other ways a major frustration. These attitudes em- 
brace morale, motivation, and mood. Personnel in institutions and at 
home, including the patient’s family, must constantly seek to help the 
patient to endure pain, delay and disappointment, faithfully follow 
difficult treatment regimes, keep hope alive, maintain a “‘will to live’ 
and develop a philosophy of acceptance as part of a mature faith. 
Program planning, schedules, activities, and architectural considera- 
tions must bear these points in mind. 


1 Planning for the Chronically Til. See Journal of the American Medical Association, 135:343, October 
11, 1947; American Journal of Public Health, 37:1356, October 1947; Public Welfare, 5:218, October 1947. 
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5. The Commission on Chronic Illness recognizes that the mental 
illness problem permeates the entire field of care of the long-term 
patient. An overall attack on all aspects of the problem is long over- 
due. The Commission commends the Council of State Governments 
for its comprehensive 1950 recommendations concerning State mental 
health programs? and the governors for the vigor with which they 
have undertaken to turn the recommendations into action.* States 
are urged to continue and accelerate these efforts. But State govern- 
ment action is not enough. Private individuals, and organizations 
must be brought into a coordinated effort with city, county, State, 
and Federal experience. The Commission, believes that there is great 
need for continued emphasis on the development of comprehensive 
communitywide preventive programs in the mental health field. 

6. The cost of programs to provide care to long-term patients 
should be measured first in terms of human values, of effectiveness, 
and of productivity. The most economical care is that which returns 
a person as quickly and as fully as possible to the highest attainable 
state of health and social effectiveness. Practices in conflict with 
this conclusion must be eradicated and procedures consistent with 
it substituted. 

7. With full appreciation of the necessity for adequate institutional 
facilities, and realizing that some areas do not have such accommoda- 
tions and should provide them, the Commission nevertheless feels 
that henceforth communities generally should place the greater 
emphasis on planning for care in and around the home. 

8. Hospitals, outpatient departments, health departments, nursing 
organizations, and others furnishing the specialized services required 
by the long-term patient should reexamine their policies and practices 
to assure the long-term patient the best of modern medical care. 
This reorganization should be in the direction of strengthening the 
personal relationship of physician and patient, bringing the doctor 
aid and not attempting to substitute the agency for the personal 
physician. 

9. Adequate care of the long-term patient requires arrangements 
which promote frequent evaluation of patient needs and easy flow 
back and forth among home, hospital, and related institutions. 

10. Coordination and integration of services and facilities are so 
valuable in promoting good care for the chronically ill that all who 
are concerned with the long-term patient have an obligation to support 
and further arrangements to this end. 

11. No pattern for organizing services is satisfactory for all com- 
munities. Programs of necessity must be tailored to fit local situations 
taking full account of what is good in existing resources for care at 
home or in an institution. Planning should be based on facts—both 
local and regional—as to needs, density of population, financial capac- 
ity, and types of illnesses and accidents likely to prevail. 

12. Planning and programs must be directed to the needs of all 
long-term patients and not limited to those of any special economic, 
racial, cultural, or other segment of the population. Planning for all 
long-term patients must, however, take into account the services 
now available to special groups such as veterans, fraternal, and others. 





oN une Menge Health Programs of the Forty-Eight States. The Council of State Governments, Chicago, 


3 Governors’ Conference on Mental Health, State Government, March 1954. 
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13. A significant but unknown number of the 5.3 million persons es- 
timated to be long-term patients are exservicemen and women. Of 
the total service to long-term patients, a considerable proportion is 
provided by the Veterans’ Administration. Congress is urged to take 
necessary action to clarify fully the Federal responsibility to veterans 
who are long-term patients, and in doing so to be mindful of the 
community need for mtegrating programs for care of all chronically 
ill patients. 

14. Personnel shortages in the professions concerned with the 
chronically ill remain so serious as to constitute a major block to im- 
provement of care. The number of personnel must be increased by 
better recruitment, assistance with the costs of education, better 
salaries, and other inducements to enter and remain in practice. This 
is particularly applicable to the classes of personnel associated with 
physicians in patient care. 

In addition, changes in curricula for undergraduate, graduate, and 
postgraduate education are needed to produce personnel interested in 
and equipped to care for long-term patients. 

15. Since health is of paramount importance both to individuals and 
to the strength of the Nation, mvestigations of diseases and their 
origins and studies of the needs and resources for maintaining and im- 
proving health should command a high priority in the spending of 
research funds. In the past half century research has led to un- 
paralleled advances in improving human health. These achieve- 
ments give us confidence in the dividends that will accrue from con- 
tinuing basic and applied research in the biological and medical 
sciences. In order to increase as weil as extend the application of 
knowledge gained from such research, laboratory and clinical investi- 
gations must be correlated with intensive and extensive research 
designed to measure the dimensions of the chronic disease problem 
and to reveal the most appropriate and effective methods and pro- 
cedures for meeting those problems. 

As guides to methods of organizing, administering, coordinating, 
and evaluating health services for the chronically ill, research efforts 
must be extended in four relatively neglected fields of inquiry, to 
ascertain (1) the distribution and severity of illness in various popula- 
tion groups; (2) the association of long-term disability with social, 
economic, genetic, and familial factors; (3) the origins and develop- 
ment of health attitudes and practices that influence people to utilize 
available health resources; (4) the availability, organization, adminis- 
tration, public acceptance, and effectiveness of various kinds of health 
services within individual communities. 

Institutions educating people for the health professions or the social 
sciences should cooperate with other community agencies in all four of 
these fields of investigation. They should also give adequate instruc- 
tion in the significance and techniques of classifying diseases, assessing 
health conditions, and appraising the effectiveness of health services. 

16. Financing long-term illness poses a mosaic of problems: their 
magnitude defeats the efforts of most individuals; and their stubborn 
complexity has up to now confounded the efforts of the community. 

(a) The financial burden created by chronic illness may be and often 
is beyond an individual’s capacity to meet. The long-term patient 
has two related financial problems: maintenance of income; and pay- 
ment of the medical and other expenses resulting from the illness. 
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A realistic solution to the first of these problems will ameliorate— 
but cannot be expected to resolve—the second. ‘To enable the patient 
more nearly to meet both problems, present means of dealing with 
them must be improved and extended and new methods developed. 

(6) The need for community participation in financing long-term 
care is recognized, but the community’s problem has yet to be solved. 
This problem has two facets, both of which the community must face 
promptly and forcefully. Care of the long-term patient is not ade- 
quately financed from any source, and much of the money now avail- 
able is inefficiently expended on uncoordinated and overlapping 
services. More money is needed; and all funds must be used in ways 
which will make better care available to more long-term patients. 


THe Patient at Home 


17. Most long-term patients can best be cared for at home during 
much of their illness and prefer care in that setting under supervision 
of their personal physician. In spite of this, community planning 
continues to underemphasize such care. Comparatively little effort 
has been made to organize and provide the means whereby physicians 
can obtain for their patients the variety of services required to meet 
the diversified and complex needs that arise in long-term illness. 

18. It is imperative that the patient’s personal physician participate 
as continuously as possible in the medical care of each patient at all 
stages of illness. The physician determines the nature, time, and 
place for the patient’s diagnostic workup and therapeutic services. 
The physicians, therefore, must equip themselves with knowledge of 
new methods of treating long-term illness; learn to use other health 
professions in care of the patient; and become familiar with com- 
munity resources that offer the various services the patient may 
require. 

19. In addition to pbysician services, long-term care for many 
patients—though by no means all—requires nursing, dental, social 
work, nutrition, bomemaker, housekeeper, occupational therapy, 
physical therapy, and other rehabilitative services. In most com- 
munities these services, except nursing, are not yet available for the 
patient in his bome. Communities are urged to make these services 
available and to develop methods to acquaint professional groups and 
the general public with them. 

20. Planning to improve care of the long-term patient at home should — 
be part of a community’s general health-care program. Such planning 
must take into account the fact that for some patients care at home 
may precede, follow, or be interspersed by care in a hospital or other 
institution. 

21. Adequate housing is a fundamental requirement for the care of 
patients with long-term illness or disability. Community planning 
for such care must therefore take cognizance of housing needs. 

22. The role of the outpatient department in meeting the needs of 
the chronically ill requires clarification. In most instances a general 
reorganization of these departments is required to provide the con- 
tinuity which is so important in the care of the long-term patient. 
This applies both to departments where the clinic physician tempo- 
rarily stands in the role of personal physician and those in which he 
serves as consultant, furnishing special diagnostic and treatment 
services to amplify the medical care given by the patient’s doctor. 
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The outpatient department must (a) provide services in ways that 
preserve the dignity and respect the convenience and comfort of the 
person and which will encourage him to retain a large measure of 
responsibility for his own health; (b) keep alive the doctor’s interest 
in his patient, and the patient’s respect and confidence in his physi- 
cian; and (c) eliminate fragmentation of patient care into small 
specialty interests, thus lessening confusion to the patient, the 
physician, and the entire clinic staff. 

Too few outpatient departments have as yet realized the oppor- 
tunity to provide diagnostic and specialist treatment services needed 
by practicing physicians for management of selected patients. 

23. Home care programs organized to provide auxiliary services to 
the private physician offer the most effective method yet devised for 
bringing to long-term patients and their families the coordinated 
services required. Up to now they have usually been limited to only 
a few physicians in a community and for their needy patients. The 
experience of these programs should be utilized to devise ways to 
bring integrated auxiliary services to any physician for persons in all 
economic groups. To be successful, an organized home-care program 
must have these essential characteristics: Centralized responsibility 
for administration; coordination of services and resources; and the 
development and use of the patient-care team to deal with the health 
needs of the patient. 


Tuer PATIENT IN AN INSTITUTION 


ALL INSTITUTIONS CARING FOR LONG-TERM PATIENTS 


24. Ii the long-term patient cannot be satisfactorily treated while 
residing in his own home, he should be transferred to an institution 
that affords him the kind of services most appropriate to his current 
need. He should not be maintained in a high-cost facility when a 
less expensive one is available to serve his needs as well or better. 

25. A wide range of institutional services is needed. Under current 
practices these are provided in varying amounts and patterns by 
the following types of institutions: General, chronic disease, mental 
and tuberculosis hospitals, special rehabilitation institutions, nursing 
and convalescent homes, and homes for the aged. Many communities 
cannot afford and are not justified in maintaining all of the personnel 
and physical facilities involved. For them, the Commission recom- 
mends (@) a drastic rearrangement of functions and relationships of 
existing institutions; (6) procurement of some needed services on a 
regional basis; (c) a combination of these procedures. 

26. It is incumbent upon all institutions—individually and as a 
eroup within the community—to see that their policies and practices 
regarding long-term patients are carefully framed and meticulously 
carried out in the interest of the patient. The standards of care for 
this group must be brought up to that of care given to persons with 
acute illness. Among the most important areas needing attention are 
these: 

(a) Medical supervision.—Every institution has a responsibility to 
insure that all patients have adequate medical supervision, including 
proper examination at admission and periodic reevaluation. Policies 
and practices should not preclude maintenance of the patient’s per- 
sonal physician’s role in the patient’s care. 
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(b) Admission and discharge policies.—A hospital should not exclude 
capriciously or arbitrarily because of diagnosis (terminal cancer, para- 
plegia, poliomyelitis, tuberculosis, psychosis, etc.) patients who can 
benefit from the care it offers. However, no institution should admit 
patients whose essential care requirements it is not prepared to meet. 
A hospital which cannot meet the requirements of a patient seeking 
admission should aid that patient in finding a suitable source of care. 
No institution should discharge patients in the absence of a care plan 
designed to assist the patient in maintaining his gains and avoiding 
exacerbations. pon 

(c) Professional and administrative arrangements among wstitu- 
tions —These should be such as to facilitate easy transfer of patients 
from one to anotber in accordance with patient needs; and should 
encourage the greatest possible continuity of care. Cooperative ar- 
rangements should extend to community health activities involved in 
providing care at home. 

27. Additional acceptable beds are needed especially for long-term 
patients who have achieved the fullest benefit from active medical 
treatment but still need skilled nursing care in an institutional setting. 


HOSPITALS 


28. The most desirable approach to providing hospital care to long- 
term patients is through extension, organization, and coordination of 
the facilities and services of general hospitals both private and public. 
In some general hospitals this will require only an extension of the 
hospital’s responsibility and reorientation of the staff so that diag- 
nostic and therapeutic services—disproportionately dedicated to acute 
illness—will be appropriately and adequately applied to the chronically 
il. In many other hospitals additional beds will be needed and per- 
sonnel, space, and equipment required to provide specialized services 
to the long-term patient. In all general hospitals the concept, 
philosophy, and practice of rehabilitation must be paramount. 

(a) Short-term care of the chronically ill in a general hospital.—All 
general hospitals should devote an appropriate share of their services 
to long-term patients. The general hospital—of whatever size— 
which cannot accept responsibility for both short-term and long-term 
care should extend to the patient with a chronic disease these services 
which are likely to be short-term: services for diagnosis and treatment 
of intercurrent acute illness; evaluation of the need for services not 
provided by the general hospital, or better or more economically 
provided in other types of institutions; and the development of a plan 
for continued care. The trend of extending psychiatric services in 
general hospitals, for treatment as well as diagnosis, should be en- 
couraged. 

(6) Long-term care in a general hospital General hospitals should 
provide adequate units and services for patients requiring prolonged 
periods of care. 

The large general hospital is urged to equip itself with the full range 
of facilities both for the patients needing skilled nursing service and 
rehabilitation, and with units for those needing less skilled care. A 
chronic disease unit offering primarily skilled nursing service and 
physical medicine is recommended for the large general hospitals. 
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The small general hospital that cannot provide, through its own 
resources, the full scale of services is urged to make arrangements on 
a regional basis for services to be available at the small hospital. 

29. The independent chronic disease hospital is a second-choice 
approach to long-term hospital care. It should be considered only 
when there is no practical way to associate the chronic disease facility 
physically and administratively with the general hospital. Where a 
special chronic disease hospital is unable to affiliate itself with a gen- 
eral hospital, it must have adequate facilities and personnel for thor- 
ough diagnostic workup, intensive study of the patient, and a dynamic 
program for definitive medical care and rehabilitation. The construc- 
tion of new independent chronic disease hospitals (except research 
institutions) is not recommended. 

30. Progress in control of a number of the more serious chronic 
diseases depends upon research which can be conducted best where 
substantial numbers of patients can be observed over a long period 
of time. Chronic disease hospitals and chronic disease units of gen- 
eral hospitals have a unique opportunity to conduct such investiga- 
tions and should include research among their principal functions. 

31. The long-term patient belongs in private general hospitals as 
well as in tax-supported general hospitals—a combination of volun- 
tary and public effort is applicable to the care of the long-term patient 
as it is to the care of the acutely ill patient. 


MENTAL INSTITUTIONS 


32. Every State should survey periodically its mental institutions 
and plan systematically for improving its services and facilities. 

33. The hospitalized mentally ill constitute a major chronic-disease 
problem for the Nation and merit a comprehensive research effort. 

34. Every mental hospital should have an adequate therapeutic 
program, the primary goal of which is intensive treatment and rehabil- 
itation of the patient and prompt restoration to community life as 
soon as the need for social restraint is over. A second goal is to 
improve the lot of the patient who has to remain in the hospital for 
a prolonged period. 

Restoration to community life which is the aim of rehabilitation in 
the mental hospital demands a close integration with the community 
resources available to the patient. 

35. Not all mental patients needing institutional care require 
care in a special mental institution. For many of these patients the 
general hospital offering psychiatric services represents the appropriate 
source Of care. 

36. Some long-term mental patients—the patients whose behavior 
has reached a safe social level—can be adequately cared for in a care- 
fully selected protective setting at home, in foster homes, or in public 
or private nursing homes provided psychiatric supervision is available. 
Carefully planned and well-controlled experiments to determine how 
best to care for these inactive or subclinical mental patients should 
be continued and additional possibilities explored. 


NURSING HOMES AND RELATED INSTITUTIONS 


37. Nursing homes and related institutions are essential for some 
phases of long-term illness. They are presently being operated under 
a variety of auspices—public; proprietary; and nonprofit voluntary 
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such as religious and fraternal. Though there are many that are 
rendering excellent service, too many are operating unsatisfactorily. 

Simultaneously and concurrently many of these institutions must 
yet equip themselves to provide safe and adequate care and become- 
properly alined with other community resources serving the chroni-. 
cally ill. Only when this is accomplished can they fulfill their role 
acceptably and solve the problem of many long-term patients who. 
otherwise must resort to inappropriate—and probably more expen-. 
sive—care. 

Individual physicians, medical societies, and hospital staffs partic- 
ularly are urged to recognize the nature of the contribution which 
care In nursing and convalescent homes and homes for the aged can 
make and to help bring about the necessary reforms. 

38. On the basis of its studies and analysis of the problems, the. 
commission believes that development of these institutions as ele- 
ments of general hospitals is one of the best ways of raising standards, 
and recommends this arrangement. When outright affiliation is im-. 
possible, a close and active working relationship should be main- 
tained. 

39. Standards of medical, nursing, and personal care in many of 
these institutions are not acceptable and must be raised. ‘Two major 
factors are involved: (a) knowledge of what to do and how to do it; 
(b) better financing. 

(a) Knowledge of what to do and how to do it.—The Commission on 
Chronic Illness endorses and commends the nursing home standards. 
recommended by the National Social Welfare Assembly’s committee. 
on aging in 1953, and the suggested procedure for establishing and 
maintaining them.* 

Through educational programs and proper exercise of their juris-. 
diction, licensing and standard-setting authorities can effect great. 
improvements in physical facilities and care in nursing homes and 
related institutions. Recent legislation ® and the knowledge result-. 
ing from recent studies of patients and institutions ® have produced an 
unprecedented opportunity for progress in this field. Licensing and 
standard-setting authorities are urged to move vigorously to take. 
advantage of this auspicious situation. 

(6) Better financing—Financing is probably the most neglected 
and unresolved area in improving care in the bulk of nonhospital 
institutions. The efforts of licensing authorities and nursing home 
operators to apply new knowledge and otherwise raise standards can 
succeed only if better financial support is forthcoming for these insti-. 
tutions, particularly the ones that are financed largely through public: 
assistance. To provide a sounder financial basis for nonhospital 
institutions and the improvement of their standards, the commission 
recommends that— 

Private insurance and prepaid medical and hospital plans extend 
the scope of benefits offered to include this type of service. 


‘ Standards of Care for Older People in Institutions: Sec. I, Suggested Standards for Homes for the Aged 
and Nursing Homes; Sec. IT, Methods of Establishing and Maintaining Standards in Homes for the Aged 
and Nursing Homes; Sec. III, Bridging the Gap Between Existing Practices and Desirable Goals in Home. 
for the Aged and Nursing Homes. Published by the national committee on the aging of the Nationa[ 
Social Welfare Assembly under a grant from the Frederick and Amelia Schimper Foundation, 1953, 1954. 

51954 Amendments to Hospital Survey and Construction Act (Public Law No. 482, 83d Cong.) and 
1950 Amendments to Social Security Act (Public Law No. 734, 81st Cong.) relating to licensing and 
standard setting in nursing homes. 

6 Solon, Jerry, and Baney, Anna Mae. Inventory of Nursing Homes and Related Facilities. Public- 
Health Reports, 69:1121-1132, December 1954. Solon, Jerry and Baney, Anna Mae. Ownership and 
Size of Nursing Homes. Public Health Reports, vol. 70, No. 5, May 1955. Solon, Jerry and Roberts 
Dean W., M. D. Patients in Proprietary N ursing Homes in 9 States. Modern Hospitals, May 1955. . 
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Philanthropic agencies—national voluntary organizations devoted 
to specific disease categories, community chests, united funds, reli- 
gious and fraternal groups, for example—consider this type of service 
as a need that deserves support commensurate with other types of 
care. 

Responsible authorities make sufficient funds available to enable 
public agencies operating such facilities or purchasing this type of 
care to expend sufficient amounts to assure the quality of care required. 

Tax funds be sufficient to support a program of inspection, licensing, 
education, and supervision. 


CooORDINATION AND INTEGRATION 


40. The long-term patient’s needs demand that in every community 
there be a means for coordinating the services the chronically ill 
require. The size of the community and other factors will determine 
whether this means be formal or informal, an agency, a committee, or 
a group. Whatever the means, the responsibility is twofold: to par- 
ticipate in long-range planning so that the long-term patient’s interests 
will have fruitful consideration in community development; and by 
improving working relationships among existing agencies, to help 
patients get day-to-day care they need. 

41. Counseling and referral service is indispensable to effective use 
of community resources. Information concerning available sources 
of care, while of value, is not enough. There must also be competent 
advice and consultation to insure that patients find the services most 
nearly suited to their needs. 

42. In connection with its overall health and welfare activities, each 
State government should designate an agency to coordinate and 
develop official programs for care of the long-term patient. The 
functions of this agency should include consultation and financial 
assistance to local communities in developing and improving their 
own services; promotion of the regional approach to make the resources 
of urban centers more readily available to rural areas and small com- 
munities; and promotion of specific administrative techniques which 
have proved valuable in coordination. 

43. National voluntary agencies established to combat specific 
diseases should intensify their efforts to encourage their local chapters 
to recognize the common denominators in the care of the long-term 
patient irrespective of diagnosis. Collaboration to the fullest extent 
is essential: for example, sharing of quarters and jointly operating 
programs. 

PERSONNEL AND EDUCATION 


44, Shortages of well-trained health personnel to care for long-term 
patients are more critical than the personnel shortages in other areas 
of care. These shortages can be accounted for, in part, by the 
following: 

(a) In our culture, there exists a phenomenon of rejection of the 
aged and disabled. ‘This phenomenon is manifest among the general 
public and the professions alike. It affects individual attitudes 
toward prevention and treatment as well as group attitudes toward 
responsibility for developing and financing programs for care. 
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(b) The belief is widely held among the health professions that 
care of long-term patients is uninteresting, unlikely to produce much 
improvement in the patient’s physical and mental state, and therefore 
less rewarding than work with acutely ill short-term patients; this 
belief is held despite advances in medicine, including modern concepts 
of rehabilitation that have radically changed the outlook for restoring 
the capacity of many long-term patients to useful, happy lives. 

(c) The work is often physically taxing, and frequently may be 
distasteful and discouraging. S10 

(d) Many of the long-term facilities are poor and shoddy and lack 
necessary equipment. Frequently they are located in isolated, 
unattractive areas where living quarters for the staff are hard to find 
and public transportation is not available. 

(ec) Pay scales are usually low, the numbers of staff insufficient, 
and workloads heavy. 

Measures must be adopted to counteract these influences that 
interfere with the development and maintenance of a supply of per- 
sonnel which will elevate the sta: dard of care of the chronically ill to 
that given to persons with acute short-term illness. 

45. Training and recruitment programs to alleviate current short- 
ages and to avoid even more serious future deficits must be built upon 
and must validate the Commission’s primary objective: a dynamic 
approach to chronic illness that will prevent such long-term disability, 
minimize its effects, and restore many of the disabled to a useful and 
productive place in the community. Wider recognition by the public 
and by the health professions that care of the long-term patient is 
potentially a most rewarding and dramatic service to humanity will 
counteract tendencies to reject the disabled, the aged, and infirm. 
This wider recognition can best be achieved by effective action and 
demonstration programs that are begun and carried on in spite of the 
acknowledged difficulties. . 

46. Many kinds of health personnel are essential for care of the 
long-term patient. These include personnel primarily concerned with— 

(a) Medical management, such as physicians and dentists. 

(6) Provision of nursing and attendant services, such as professional 
and practical nurses and trained hospital attendants. 

(c) Provision of specific technical services, such as occupational and 
physical therapists. 

(d) Provision of spiritual and psychological aid, such as trained re- 
ligious workers and those trained in the field of psychology. | 

(e) Provision of services for the social and economic welfare of 
patients, such as trained social workers and vocational counselors. 

(f) Responsibility for the organization and administration of health 
services and programs designed for the care of chronic illness, such as 
hospital administrators and various types of public-health workers. 

Personnel in many of the categories listed are in short supply. In 
other cases the problem is mainly one of distribution. These prob- 
lems of distribution and shortage are more acute ion rural and small 
communities than in cities. 

47. Greater inducements must be provided to interest students in 
undertaking training in the fields where they are needed; and to main- 
tain the supply of workers in these fields. The following specific steps 
are recommended: 
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(a) Recruitment programs should be pursued vigorously along the 
lines of those undertaken by the National Health Council and a num- 
ber of other professional and health organizations. 

(6) Private and public funds for scholarships and stipends to en- 
courage young people to enter schools training health personnel must 
be greatly increased. 

(c) Communities should find out how many trained professional 
and technical health workers are not now employed in their profes- 
sions, learn what is needed to attract them to the field, and organize 
active recruitment programs to draw them back into appropriate 
employment. 

(d) Existing agencies and facilities should organize to.make more 
effective use of personnel. ‘T’he emphasis should be placed on person- 
nel functions and services but the importance of physical facilities 
and equipment shouid be remembered, for satisfactory working con- 
ditions and surroundings affect staff morale. 

(e) Agencies and institutions should review the nature, emphasis, 
and objectives of their programs. Programs that emphasize restora- 
tion of the patient’s full potential, programs in which the patient and 
stafl cooperate in the struggle for maximum development of the 
patient’s residual capacities give emotional satisfaction to the worker 
and thus attract and hold staff more readily than programs which 
are static and custodial. 

(f) Job satisfaction must be material as well as spiritual. Those 
who serve the long-term patient must receive adequate monetary 
compensation for their services. 

48. Education for some classes of health personnel—particularly 
physicians and nurses—must be reoriented at undergraduate, grad- 
uate, and postgraduate levels. There is great need to balance 
instruction im the characteristics and treatment of short-term illness 
by placing equal emphasis on long-term illness. The characteristics 
of long-term illness require: 

(a) That the student gain full appreciation of the psychological 
and social factors that affect and are affected by long-term illness. 
in his training and experience, the student should see the patient in 
relation to his family and community, and should learn to use com- 
munity resources in helping to meet the patient’s economic, social, 
and spiritual needs. 

(6) That students have opportunities to observe and serve patients 
over a period sufficiently long to become fully aware of the changing 
nature of most long-term illness and to iearn how to help the patient 
and his family through the various phases leading to maximum use 
of his capacities. 

(c) That there be training in the team approach to patient care. 
The curricula should include courses which emphasize the methods 
by which the various disciplines can and must work together in the 
care of long-term patients. Students in medicine, nursing, social 
work, physical therapy, occupational therapy, and other fields should 
have practical experience in jointly planning and carrying out patient 
care. 

(dq) That students gain appreciation of the importance of continuity 
of care and the coordination of services to patients in their own homes, 
in nursing homes, in outpatient departments, and in rehabilitation 
centers. 

Sat 7 
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(e) That educational experience be offered in settings other than the 
hospital. Most long-term patients are cared for outside the hospital, 
yet most physicians and many other health personnel have their formal 
education in hospitals. Students should have experience in all the 
settings in which patients receive care, including their own homes. 

49. Some universities have made real progress in recent years in 
providing the educational experience outlined above. All professional 
schools should review their curriculums to see how this experience can 
best. be woven into the course of study. 

50. Associations which are concerned with curriculum improvement 
can be important instruments in reorienting professional education to 
bring to students modern concepts for care of long-term patients at 
home and in institutions. We urge that the Association of American 
Medical Colleges, the Association of Schools of Public Health, the 
American Medical Association, the American Psychiatric Association, 
the National League for Nursing, and other appropriate groups con- 
tinue and expand their efforts to be of assistance in bringing about the 
necessary changes. 

The Association of University Programs in Hospital Administration 
is urged to include in its recommended curriculum content that re- 
flects the role of the hospital as envisioned by the commission on 
chronic illness. 

51. The commission further recommends that national and local 
associations representative of professional personnel in this field con- 
tinue and increase their educational and interpretive function in rela- 
tion to the needs of the chronically ul. 

For example, we particularly recommend that the State and Na- 
tional hospital associations include in their institutes and publications 
an interpretation of the full significance of the role of the general 
hospital in the care of long-term illness; and that the American Public 
Health Association and American Public Welfare Association continue 
and extend their programs to interpret to their members the role of 
health and welfare workers in relation to chronic disease. 

52. Foundations and State and Federal Governments have been an 
important source of funds for improving the quality of instruction in 
schools training personnel for the various health professions caring for 
long-term patients. These forms of support must be continued and 
augmented to permit the fullest possible development and extension of 
experiments and demonstrations in this field. Whatever the form, it is 
paramount that support continue to be given in such a way as not to 
control patterns of educational policy, standards, and content, but to 
encourage wise experimentation. 

53. General interest in the chronically ill and the aged has been 
aroused. Vigorous and more effective public education is needed, 
however, in what to do to bring about the needed reforms. This is an 
auspicious time for voluntary agencies to render a most valuable 
public service by making collective use of their resources for such a 
program of public education. 


RESEARCH 


54. The mechanism should be developed for periodic national 
surveys on a sampling basis to be conducted to obtain data on the 
prevalence and incidence of chronic disease, injuries, and impairments; 
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on the type, severity, and during of the resulting disability; and on the 
amount and type of medical care received. ‘These studies should 
permit classification of information for the major categories of disease 
by sex, age group, employment status, occupation, educational level, 
family income, and geographic area. 

55. Studies should be carried out in depth in a few carefully selected 
States and communities to collect not only morbidity data but also 
comprehensive information on (@) undiagnosed and nonmanifest 
disorders and (6) the need for and potential value of medical and re- 
habilitative services. All communities will need to make continuing 
surveys of the availability and utilization of their health resources. 

56. Studies should be conducted to determine the economic burden 
of chronic disability in terms of the time lost from productive activity, 
the effect on the family’s economic status, and the costs of diagnosis 
and treatment, including rehabilitation and long-term care. These 
investigations should be supplemented by studies of the adequacy of 
personal income, insurance, and community resources in meeting 
these costs. 

57. Demonstration projects and special followup studies should be 
directed toward analysis and evaluation of the effectiveness of various 
methods of treatment and rehabilitation and the subsequent status of 
patients with respect to their capacities for self-support and self-care. 

58. Demonstration projects and long-range studies are required to 
evaluate the effectiveness and costs of various methods of correlating 
home care; care in hospitals and nursing homes; and preventive, 
curative, and rehabilitative services in outpatient departments and 
rehabilitation centers. 

59. Universities, insurance companies, employers, health depart- 
ments, and other organizations should conduct continuing studies of 
groups of individuals free from recognizable illness over long periods 
of time in order to gain a better understanding of the natural history 
of conditions such as hypertension, arthritis, and coronary heart 
disease. Organizations already doing this type of research should 
analyze and make available to others the results of their studies. 

60. Studies should be made to determine attitudes toward health 
and heaith services among families and individuals of different ethnic 
and occupational groups, educational and income levels, in different 
geographic locations, and the bearing these factors may have on 
health status. Knowledge of health motivations and health habits 
and their origins and development among various groups in various 
parts of the country can guide the future direction of health education 
and community action. These studies can also throw light on con- 
stitutional, emotional, cultural, and other behavioral factors that may 
differentiate those persons who remain relatively healthy and vigorous 
from those who suffer prolonged and serious disability. 

61. Essential to progress in prevention and treatment of chronic 
illness is the accumulation of information on motivations and attitudes 
underlying willingness and unwillingness to participate in periodic 
health examinations, mass screening programs, diagnostic tests, and 
followup services. 

Success in rehabilitation and in the treatment of chronic illness 
depends—more than in the treatment of acute disease—on the will to 
live, the will to do, and on spiritual values. Also such qualities as 
confidence, ambition, and an eagerness to keep in the stream of life 
have a therapeutic value. 
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Equally important are studies of methods and procedures that will 
make these services more advantageous to participants. In all events 
the patient must do his part. 

62. Lack of standard definitions hinders progress in numerous areas 
of long-term care. Adoption and widespread use of comparable 
terminology is an essential step toward improving the usefulness and 
meaning of data collected and analyzed for various purposes by health 
organizations and by persons who investigate needs and resources for 
care of long-term illness. The commission is gratified that work is 
being done by national and international groups to clarify—and pro- 
mote comparability ofi—the terms used in morbidity statistics, hospital 
statistics, and reports on medical services. The commission itself has 
formulated a limited number of definitions for use in its studies and 
conferences. These definitions should have further tests of their 
usefulness and applicability. 

63. Those who administer health programs should recognize the 
contributions they can make to knowledge of health needs of patients 
with long-term illness through maintaining records and making regular 
reports of services given and on the recipients. Administrators 
should also conduct—or ask some other agency or group to conduct— 
periodic evaluations of the effectiveness of their programs and ex- 
penditures as measured against the background of program objectives 
and community needs. In addition, operating programs for the 
prevention and treatment of chronic illness should have adequate 
funds and technical resources to maintain and analyze records of 
operations, so that they may measure the effectiveness and economy 
of their services. Research design should be built into all action 
programs in order to permit such periodic evaluations. 

64. Some central national agency should serve as a clearinghouse for 
studies on long-term illness, helping (@) to stimulate research—and 
correlate findings—in the cause, course, and social consequences of 
chronic disabilities; (b) to advise on areas of needed research; (c) to 
provide consultation as to the most appropriate research methods for 
particular studies; and (d) to summarize, review critically, and pub- 
lish the results of research and demonstration projects of all types. 

65. Because the prevention and treatment of chronic illness involve 
many complex and interrelated factors, teams of workers represent- 
ative of all the sciences involved must collaborate in studies of health 
needs and the results of health services. 

66. Physicians in individual practice, in comprehensive prepayment 
medical-care plans, and in group or industrial practice can augment 
our knowledge of the health status of individuals and families, changes 
in their health status, and many factors related thereto. Physicians 
can do this only if they maintain records and analyze and publish 
their data. 

67. Financial support is badly needed for more effective research in 
the care of long-term patients. It should come from a variety of 
sources. Means must be found to stimulate additional interest on 
the part of Federal, State, and local governments; philanthropic 
foundations; industrial organizations; civic groups; and educational 
institutions in supporting these investigations. Also, voluntary health 
agencies now concerned with individual diseases or impairments— 
tuberculosis, poliomyelitis, blindness, orthopedic handicaps, for ex- 
ample—should conduct or finance demonstration projects and research 
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to reveal not only their special interests but also the common denom- 
inators in various forms of prolonged disability. 

68. Lest this outline of needed research suggest that all types of 
investigation should be carried on at once, everywhere, before we will 
be on safe ground in establishing and improving programs for the 
long-term patient, the Commission wishes to express these additional 
convictions: Most of our knowledge of how to do a more effective job 
comes from careful and continuing analysis of what we are doing now 
and why. Each organization in each community, by systematic 
inquiry into some phases of its operations, can add to the reservoir of 
available knowledge from which other organizations and communities 
may draw. 

Other investigations, more comprehensive in scope, may be needed 
to furnish the information required for success in curbing long-term 
disability. Others, no less important and valuable, can be short, 
one-time studies focused on one or another phase of the problem of 
the chronically ill. All types are needed. 


FINANCING 


69. Two related and often overwhelming financial problems con- 
front the long-term patient: (a) Maintenance of income; (6) payment 
of the medical and related expenses resulting from the illness. A 
realistic solution to the first of these problems will ameliorate—but 
cannot be expected to resolve—the second. Both problems demand 
action. 

(a) Maintenance of income.—A variety of devices has been developed 
through which income is maintained, in whole or in part, for some 
long-term patients. They include: Voluntary insurance plans, work- 
men’s compensation, nonoccupational disability insurance, old-age 
and survivors insurance, and public assistance. These methods 
should be continued and their use further developed with particular 
reference to the long-term patient. 

(b) Payment of medical and related expenses resulting from prolonged 
ilness.—Medical care of the long-term patient currently is financed 
m a variety of ways: through direct personal financing, voluntary 
health insurance, philanthropic agencies, workmen’s compensation, 
nonoccupational disability insurance, industrial medical-care pro- 
erams, and tax funds. These methods should be expanded and new 
approaches explored. Until the time when the needs of all long-term 
patients are adequately met under plans or programs such as those 
listed here, there is no alternative to the basic proposition that society 
as a whole through taxation must meet the deficit and fill the gap. 
Funds for this purpose should be provided by local, State, and Federal 
taxation. The administration should be kept as close to the persons 
being served as is compatible with efficiency and economy. The 
ote ee principle is applicable at both the Federal and State 
evels. 

70. It is clear that more and better care could be had with present 
funds if they were used to best advantage. It is equally clear that 
more money is needed for care of the long-term patient and must be 
obtained. ‘Those who supply money must recognize the gaps, over- 
laps, and imbalance that now characterize the financing of much long- 
term care. Those who administer funds must be alert to improve 
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ways of using money both within their own organizations and jointly 
with other agencies in coordinated activities. 

71. For persons able to pay the basic premiums either directly or 
through employer contributions or otherwise, the extension of volun- 
tary health insurance is the primary method for financing better care 
of long-term illness. The full potential of voluntary health insurance 
as an instrument for financing long-term care cannot be realized until 
private insurance and nonprofit voluntary prepayment plans— 

(a) Expand the number and coverage of eligible beneficiaries. 

(6) Extend the kinds and amounts of benefits to make possible 
the most effective and most economic care and to meet substan- 
tially the actual cost of long-term care. 

72.7 Old-age and survivors insurance should be extended to include 
maintenance for persons whose loss of income is due to long-term 
illness or disability. This extension should be designed to stimulate 
maximum rehabilitation and provide economic incentives to return to 
work. It should incorporate safeguards which would— 

(a) Make the individual responsible for initiating an applica- 
tion for disability. 

(6) Require medical evidence of long-term disability. 

(c) Stipulate a reasonable waiting period immediately preced- 
ing application. 

(d) Insure periodic medical reevaluation when necessary. 

(e) Withhold benefits from individuals who refuse rehabilita- 
tion procedures considered safe and reasonable under modern 
medical practice. 

(f) Utilize the vocation rehabilitation machinery in the States. 

(g) Make clear that to the disabled the door to rehabilitation 
is always open; and provide economic incentives for accepting 
rehabilitation and trying to rejoin the labor force. 

(h) Specify other safeguards comparable to those provided in 
the ‘‘disability freeze’? program, including the provisions relating 
to qualifying periods of covered employment. Benefits should 
not be paid for periods of disability prior to inauguration of 
such a program. 

(1) Provide penalties at law for abuse or fraud. 

(7) Permit appeal. 

73. Industrial health plans should be expanded to meet more ade- 
quately the needs of long-term illness. This expansion should embrace 
measures to broaden the base of protection against the costs of 
catastrophic illness. 

_74. Workmen’s compensation systems should be modernized to 
broaden eligibility requirements where they are inadequate; to extend 
protection to agricultural workers and others not now covered; where 
necessary to extend weekly benefit payments and/or prolong maximum 
periods during which benefits are payable; to entrench firmly the 
concept and practice of rehabilitation; and wherever provision is made 
for cost of service to relate realistically benefits to costs. 

75. Union health plans are increasingly an important factor in the 
care of the long-term patient. Employee groups are urged to continue 
the development of health plans which should provide for compre- 
hensive medical service including rehabilitation. This applies to those 
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programs keyed to insurance plans; those operating through service 
programs; and those which combine the two. 

76. The primary function of philanthropy in financing the costs of 
long-term care is and should continue to be that of strategic invest- 
ment of venture capital. For example, philanthropy should play an 
important role in financing the coordination of community facilities 
and lead the way in the provision of more adequate care through 
research, demonstration, and experimentation. 

77. Public financing of medical care for long-term indigent and 
medically indigent patients is imadequate in most communities, 
whether for long- or short-term general hospital care, mental and 
tuberculosis hospital care, nursing home care, rehabilitation services, 
or care at home. 

More adequate financing for medical services is one of the most 
urgently needed improvements in the public assistance programs now 
servicing 5,700,000 needy persons, at least 800,000 of whom are 
probably long-term patients. The grant-in-aid principle—State and 
Federal—should be used in financing medical care for this group. 

Public provisions for financing should be such that funds are avail- 
able for the kind of care best suited to each patient’s need. 

78. Increased amounts of public and private funds must be devoted 
to measures to coordinate the services needed by long-term patients. 

79. Private and public expenditures for research should be ex- 
panded. 

80. A vigorous program of public education should be launched to 
stimulate the achievement of the recommendations for financing 
outlined herewith. 

(ComMiITTEE Notse.— Recommendation No. 72 was changed in the 
final report of the Commission, Chronic Illness in the United States, 
vol. II, Care of the Long-Term Patient (Cambridge, Mass., 1956), 
pp. 417-4438, as follows: 

Further studies should be undertaken to determine whether OASI 
should be extended to include maintenance for persons whose loss of 
income is due to long-term illness or disability or whether these needs 
should be met in other ways.) 


A Mrnority Report on EXTENSION oF OLD-AGE AND SURVIVORS 
InsurANCE To Provipse Disasinuity BENEFITS 


Recommendations concerning income maintenance for persons 
whose loss of income is due to long-term illness or disability cannot be 
considered comprehensive without mention of extension of the 
Nation’s social insurance system to provide protection against this 
loss. It is to be regretted that the Commission on Chronic Illness, 
having previously affirmed and reaffirmed its approval of extension 
of old-age and survivors insurance to provide disability benefits, has 
now withdrawn its support of this important proposal. 

Losses of income and costs due to sickness and disability have 
always been, except during periods of widespread unemployment, the 
greatest single cause of poverty and dependency in the United States. 
Efforts have been made to meet these problems through public assist- 
ance rather than social insurance. As the Advisory Council on 
Social Security stated in its 1948 report to the Senate Committee on 
Finance: 
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Public assistance payments from general tax funds to per- 
sons who are found to be in need have serious limitations as 
a way of meintaining family income. Our goal is, so far as 
possible, to prevent dependency through social insurance and 
thus greatly reduce the need for assistance * * *. 

The Council believes that the permanently and totally 
disabled worker—as well as the aged worker or the depend- 
ent survivors of a deceased worker—should not be required 
to reduce himself to virtual destitution before he can become 
eligible for benefits. Certainly there is as great a need to 
protect the resources, the self-reliance, dignity, and self- 
respect of disabled workers as of any other group. The 
protection of the material and spiritual resources of the dis- 
abled worker is an important part of preserving his will to 
work and plays a positive role in his rehabilitation. 


Proponents of a Federal system of disability benefits have not made 
their proposals hastily. Studies have been made by various sources 
on the effect of this extension of the social insurance program. The 
above-mentioned Advisory Council on Social Security made extensive 
studies. The Federal Security Agency, predecessor of the Depart- 
ment of Health, Education, and Welfare, studied this problem over a 
period of years. The “disability freeze’”’ program, now administered 
by the Bureau of Old-Age and Survivors Insurance, provides addi- 
tional pertinent information. Parenthetically, it may be remarked 
that this program also demonstrates the feasibility of making an 
objective medical determination of extended disability. 

Facts are available and are being submitted in the current (1956) 
Senate committee hearings. It can only be assumed, therefore, that 
requests for additional studies are actually directed toward a delaying 
action. 

The signers of this minority report regret the necessity for disagree- 
ing with the majority of the commission. We believe, however, that 
the following recommendation concerning disability is a vital one, that 
the program described could be effectively administered and soundly 
financed in this country, and that we have a responsibility for meeting 
the maintenance needs of disabled workers through a contributory 
system rather than through public assistance. We recommend, there- 
fore, that: 

Old-age and survivors insurance should be extended to include 
benefits for persons whose loss of income is due to long-term illness 
or disability. This extension should be designed to stimulate maxi- 
mum rehabilitation and provide economic incentives to return to 
work. it should incorporate safeguards which would— 

(a) Make the individual responsible for initiating an applica- 
tion for disability. 

(6) Establish strict eligibility requirements to test both the 
recdligy and duration of the individual’s attachment to the labor 
orce. 

(c) Require medical evidence of long-term disability. 

(d) Stipulate a reasonable waiting period after onset of dis- 
ability and immediately preceding payment of benefits. 

(e) Insure periodic medical reevaluation when necessary. 
“ Y) Utilize the vocational rehabilitation machinery in the 
States. 
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(g) Make clear that to the disabled the door to rehabilitation 
is always open; and provide economic incentives for accepting 
rehabilitation and trying to rejoin the labor force. 

(h) Specify other safeguards comparable to those provided in 
the “disability freeze”? program, including the provisions relating 
to qualifying periods of covered employment. Benefits should 
not be paid for periods of disability prior to inauguration of such 
a program. 

(1) Provide penalties at law for abuse or fraud. 

(7) Permit appeal. 
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13. STATE AND FEDERAL HELP IN PROGRAMS FOR OLDER 
CITIZENS 


By F. W. Pickworth, director of the division of hospital services of 
the Iowa State Department of Health 


An address delivered at the Third Annual Conference of the Institute of Gerontology 
at Iowa City, Iowa, October 11-12, 1954. Mr. Pickworth is the director of the 
division of hospital services of the Iowa State Department of Health 


As a preface to this discussion, | must remind you that the mere 
fact of a person’s aging does not make him a problem. Many people 
65, 75, or even 85 years of age are leading active, normal and produc- 
tive lives. The problem lies with the aged citizen who is ill or an 
invalid because of a chronic disease, mental illness, congenital defect 

or injury. The program of care for this problem eroup should pri- 
marily be one of medical care and skilled nursing attention, rather 
than merely of housing. 

It should also be pomted out that although the aging citizens con- 
stitute a large portion of the victims of chronic illness, the terms 
“aged”’ and “chronically ill” are not synonymous. It is felt, neverthe- 
less, that the program of care outlined for the chronically ill is appli- 
cable in large measure to the care of the aging citizen. Based upon 
that premise, this discussion will attempt to outline the activities of 
governmental agencies in providing better patient care for the chron- 
ically ill. 

All governmental activity is directed at the provision of better 
patient care. This goal is being accomplished through three major 
activities: 

1. Development of diagnostic and treatment methods through 
extensive medical research at the National Institute of Health, Be- 
thesda, Md., and at medical centers throughout the United States. 

2. State hospital and nursing home licensing programs. 

3. Assistance and guidance to communities in constructing adequate 
health facilities under the Hill-Burton Act. 

On the first activity, that of developing better diagnostic and treat- 
ment methods through extensive medical research, there is sufficient 
material for an entire discussion period. It is sufficient to say that 
the present program of medical research and development is finding 
better diagnostic procedures and new medical treatment for many 
chronic diseases which, but a few short years ago were considered com- 
pletely incurable. It is expected that, as the program continues, 
new medical diagnostic procedures and ‘treatments will be found for 
many of the chronic ills that we consider incurable today. It is 
an excellent example of what can be done when unlimited funds and 
unlimited medical talents are turned loose on our present medical 
mysteries. 

The second activity, that of licensing hospitals and nursing homes, 
is strictly a State government activity. The purpose of the licensing 
program is to enforce minimum standards of patient care in our 
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medical care institutions. Annually, the department of health must 
inspect and license approximately 175 hospitals and 600 nursing 
homes. Unfortunately, because of restrictions on its budget and 
personnel, the licensing agency cannot police the many institutions 
24 hours a day every day for the year. Therefore, the program must 
be primarily educational, rather than closely supervisory. Every 
effort is made to advise the operators of the institutions on the proper 
medical care techniques and to instill in them the desire to provide 
proper patient care. Of course, any educational program is slow and 
tedious, and many times it moves much more slowly than the general 
public would like it to do.- Some people criticize the department 
for not closing an institution the minute some shortcoming in operation 
comes to light, and, on the other hand, many others criticize the de- 
partment for acting too hastily in enforcing minimum standards. 
The department, thus, is in the unenviable position of being damned 
if it does and damned if it doesn’t, and this situation can be rectified 
only through full support of the licensing program and the exercise 
of a considerable degree of forbearance both by average citizens and 
by their elected representatives. 

The third activity, that of assisting and guiding the local com- 
munities in the construction of adequate medical facilities, is a Federal 
program administered through State agencies. ‘The Hospital Survey 
and Construction Act, Public Law 725, better known as the Hill- 
Burton program, was enacted in 1946 to provide financial assistance 
to local communities for the construction of five categories of medical 
facilities. These categories are: (1) acute short-term general hos- 
pitals, (2) mental hospitals, (3) chronic disease hospitals, (4) tuber- 
culosis hospitals, and (5) public health centers. In the past 7 years, 
Towa has received approximately $9,500,000, which has been used to 
assist in the construction of 50 hospital projects with a total construc- 
tion cost of approximately $30 million. All of the grants excepting 
three were for building short-term general hospitals. The three 
exceptions were all mental hospital units in connection with general 
hospitals. Because only limited funds were available under the Hill- 
Burton grants-in-aid program, only about one-half of the total volume 
of construction in hospitals in the State of lowa during the last 7 years 
was done with Federal assistance. It is felt, however, that the Hill- 
Burton program stimulated the construction of acute short-term 
general hospitals both with and without that help. 

The construction program in Iowa was typical of what was carried 
out throughout the United States. The Hill-Burton assistance, as a 
whole, has resulted primarily in the construction of acute short-term 
general hospitals. Although most State plans establish a high priority 
for mental hospitals, chronic disease hospitals, public health centers, 
etc., most communities’ interests were in the development of acute 
short-term general hospitals, and since the construction grants were 
not definitely earmarked to a specific category, the program did not 
result in the construction of the specialized facilities. In an effort to 
rectify this situation, the last session of Congress passed the Medical 
Facilities Survey and Construction Act, Public Law 482, establishing 
grants for four types of facilities. These types are (1) chronic disease 
hospitals, (2) diagnostic and/or diagnostic and treatment clinics, 
(3) rehabilitation centers, and (4) nursing homes. The categorical 
grants for the first three types can be transferred for use in building 
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another type of facility only if no approvable applications are received 
after a reasonable period of time has been granted possible applicants 
in the State. But rehabilitation facilities must be built from rehabili- 
tation center grants, and no funds can be transferred into or out of 
that category. 

NEW CATEGORIES FOR FEDERAL AID 


Since experience has indicated that the public will buy the medical 
facilities needed to meet its medical requirements, provided that it 
becomes fully aware of what the facility is to do, it seems advisable 
at this point that I define the categories provided by the new Medical 
Facilities Survey and Construction Act: 

1. A chronic iuliness hospital is a hospital the primary purpose of 
which is medical treatment of chronic illness, including the degenera- 
tive diseases, and which furnishes hospital treatment and care admin- 
istered by or under the direction of persons licensed to practice medi- 
cine or surgery in the State. The term includes such convalescent 
institutions as meet the foregoing qualifications, but excludes tuber- 
culosis and mental hospitals, nursing homes, and any institution the 
primary purpose of which is domiciliary care. Federal grants-in-aid 
may be used to build up to two beds per thousand population. 

2. Diagnostic and/or diagnostic and treatment clinics are facilities 
providing community service for the diagnosis or treatment or both 
of ambulatory patients which are operated in connection with a hos- 
pital or in which patient care is under the professional supervision of 
persons licensed to practice medicine or surgery in the State. This 
includes outpatient clinics or departments of public or nonprofit 
hospitals and may provide patient beds essential to certain diagnostic 
or treatment techniques, provided that the primary purpose of the 
facilities remains the provision of service for ambulatory patients. 
Federal funds may be used to provide up to 1 clinic per 10,000 
population. 

3. Rehabilitation centers are facilities which are operated for the 
primary purpose of assisting in the rehabilitation of disabled persons 
through an integrated program of medical, psychological, social, and. 
vocational evaluation and service, under competent professional super- 
vision. The major portion of each of these areas of evaluation and 
service must be furnished within the facility, and the facility must be 
operated either in connection with a hospital or as a facility in which 
all medical and related health services are prescribed by or are under 
the general direction of persons licensed to practice medicine or sur- 
gery in the State. Federal funds may be used to build up to 1 center 
per 200,000 population. 

4. Nursing homes are facilities which are operated in connection 
with a hospital or in which care and medical services are prescribed 
by or performed under the general direction of persons licensed to 
practice medicine and surgery within the State, for the accommoda- 
tion of persons who are not acutely ill and not in need of hospital 
care, but who do require skilled nursing care and related medical 
services. The term “nursing home” shall be restricted to those 
facilities providing community service and the primary purpose of 
which is to provide skilled nursing care or related medical service for 
a period of not less than 24 hours per day to individuals admitted 
because of illness, disease, or physical or mental infirmity. The term 
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shall exclude those institutions the primary purpose of which is to 
provide domiciliary care. Federal funds may be used to build not to 
exceed three beds per thousand population. 


IOWA’S NEEDS AND THOSE OF OTHER STATES 


Like the basic Hill-Burton Act, the recent amendment provides 
that the State must first conduct a survey and take an inventory of 
existing facilities in the four categories to serve as a basis for the 
development of a State plan, before construction grants can be allo- 
cated to any specific project. To assist in this survey and plan de- 
velopment, the law provides for an appropriation of $25,000 to Iowa, 
which must be matched with an equal sum from State funds. Al- 
though, on the surface, this may seem a huge amount of money, it 
actually will permit only a very cursory type of State survey. The 
information obtained as a result of the State survey may be extremely 
useful to local communities, but should not be used as a substitute 
for a local survey. A portion of this survey has been finished by the 
State agency, and plans for its completion are presently being formu- 
lated. During the months of May and June 1954, a survey of nurs- 
ing home facilities was accomplished, and the findings have since been 
compiled with similar information from 35 other States. 

A comparison of the information received from the 35 States reveals 
some definite relationships. The nursing home institutions were 
roughly divided into four types: (1) skilled nursing homes, providing 
skilled nursing care as their primary and predominant function; (2) 
care homes, with skilled nurses providing skilled nursing care, but 
only as an adjunct to the primary domiciliary or personal service 
function of the institutions; (8) care homes without skilled nurses, 
providing personal service with no skilled nursing care; and (4) shel- 
tered homes, providing room and board with minimum supportive 
services. The tabulation that follows shows how Iowa compares with 
a projected national average. 


Towa National 


Number | Number | Beds per | Number | Number | Beds per 
of homes} of beds 1,000 of homes | of beds 


bd 


Skilled mursine Nomes: — sess se eee! 278 6, 303 


2.4 7,000 | 450, 000 ial 
Care homes with skilled nursing__...-__- 24 454 22 2, 000 80, 000 aie 
Care homes without skilled nursing_____.. 771 3, 471 1.3 7, 000 110, 000 Su 
2.4 9, 060 80, 800 5 


Sheltered homes 22. s- e e se ee sc cece act 631 6, 170 


Comparing the information regarding numbers of homes and num- 
bers of patients with known information regarding certain contributing 
factors, one finds that the numbers of chronic disease hospital beds 
available in the State definitely reduces the demand upon nursing- 
home beds. Further, the number of nursing-home beds required in a 
State is directly affected by such factors as per capita income, aged- 
ness of population, proportion of the population living in urban areas, 
and relative availability of physicians and nurses in the State. In 
Iowa, the contributing factors are all favorable in establishing a 
demand for a large number of nursing-home beds. 
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As pointed out earlier, it is absolutely essential that any community 
proposing a program of care for the chronically ill should survey lIccal 
conditions that would affect it. The survey should determine the 
dimensions of the problem and the effect of contributing factors, and 
should plan for a coordination of facilities and services. The State 
agency will render such assistance to the communities as its finances 
and personnel will permit. 

SUMMARY 


In conclusion, it should be pomted out that there is no single all- 
purpose institution that can meet all of the needs of the aging citizen. 
Conquering the major health problems of today will require a network 
of general hospitals, special hospitals, clinics for ambulatory patients, 
nursing and convalescent homes, rehabilitation centers, and home- 
care programs, all working together. Wefeel that the problem must 
be attacked by means of a proper sequence of facilities, providing first 
for medical care, so that a definite program of medical and vocational 
rehabilitation can be instituted to reduce the residual numbers of 
people who must be provided terminal domiciliary facilities. Any 
community planning for the care of the aging citizen should consider 
four major factors in their proper order: (1) medical and vocational 
rehabilitation wherever possible, (2) employment or reemployment, 
(3) living arrangements and recreation, (4) economics. It will be 
noted that we have placed the matter of the economics of the entire 
program last in order of importance. It is felt that the proper atten- 
tion to the first two items will definitely affect the total economic 
picture and, further, that in this country, in its present economy, we 
are economically able to do right by our aged citizen. If this country 
cannot do the job, then the worldwide problem is completely un- 
conquerable. 


14. ANALYSIS OF THE OPERATION OF THE HILL-BURTON 
HOSPITAL SURVEY AND CONSTRUCTION PROGRAM IN 
RELATION TO THE NEEDS OF OLDER PERSONS 


John W. Cronin, Chief, Division of Hospital and Medical Facilities, 
Public Health Service, United States Department of Health, Edu- 
cation, and Welfare, October 5, 1956 


1. INTRODUCTION 


The Hospital Survey and Construction Act, Public Law 725 (79th 
Cong.) makes no specific provision for facilities for the care of older 
persons. Each of the eight categories of facilities authorized by the 
act does, however, make a direct contribution to the care of our aging 
population. The facilities authorized by the act are: 

1. General hospitals 
. Mental disease hospitals 
. Tuberculosis hospitals 
. Chronic disease hospitals 
. Health centers 
. Nursing homes 
. Diagnostic and treatment centers 
. Rehabilitation centers 

The advent of Federal assistance under the Hill-Burton program, 
combined with private construction after World War II to establish 
an unprecedented peak in hospital construction volume. The in- 
creased construction has succeeded only in keeping up with increasing 
need, occasioned by a growing population and the obsolescence of 
preexisting facilities. 

The annual summary of beds supplied by the State hospital planning 
agencies shows that today there are about 265,000 more hospital beds 
in the country than in 1948. Of this net gain in hospital beds, the 
Hill-Burton program is providing 135,500 additional beds. ‘The need 
for additional beds in all categories is still much in excess of one-half 
million. The Hill-Burton program, however, has stimulated hospital | 
construction by tending to provide a higher proportion of Federal aid 
in lower income areas. ‘This has produced a much better distribution 
of hospitals, particularly in the rural areas. 

Of the 135,500 beds approved to June 30, 1956, for Federal assist- 
ance, the great majority, 109,000, have been in the general hospital 
category. ‘This is because the need in this area has been the most 
pressing and particularly because the medical economic machinery of 
the country is best geared to this type of hospital operation. 

As a result of these forces, the general hospital bed requirements 
of the Nation have risen to about 75 percent of the total need. This 
average, however, conceals wide variations among the several States. 
At the same time, facilities contributing more directly to the care of 
older people, i.e., mental and chronic, have fallen far behind the rapidly 
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increasing need. The Nation now has only about 13.5 percent of its 
needed chronic disease beds and 56 percent of its needed mental 
beds. It should be pointed out that this lag is not due to a propor- 
tionate lack of funds available under Huill-Burton, but rather to 
competition by the general hospitals and the generally unfavorable 
economic circumstances under which these facilities must be built 
and operated. 

Federal funds under the Hill-Burton program have been approved, 
to June 30, 1956, for assisting in construction of 11,400 mental 
hospital beds and 5,900 chronic hospital beds. This is about one- 
sixth of the net gain in that period for acceptable beds in mental 
hospitals, and about one-half of the net gain for chronic hospitals. 

Health centers make a valuable contribution to the health of older 
people by promoting better personal and environmental health and 
through public health education. Through Hill-Burton aid and 
otherwise, there are now about 800 adequate health centers in the 
country. Over one-half of these have been provided by Hill-Burton 
assistance. This is only about one-third the number needed to 
bring these services to all areas of the country. 


2. PROGRAM ACCOMPLISHMENTS FOR HOSPITALS AND HEALTH CENTERS 


As of June 30, 1956, 3,047 projects have been approved for Fed- 
eral assistance. Of these projects 2,050, providing 95,149 beds, have 
been completed and are in operation; 806 projects which will add 
32,847 beds are under construction. The remaining 191 projects are 
in the preconstruction stage; these will provide an additional 7,502 
beds. <A grand total of 135,498 hospital beds and 748 health units 
for outpatient care will be available as a result of these projects. 

The majority of all approved applications are for general hospital 
projects. As of June 30, 1956, 68 percent were for general hospitals 
adding 108,955 beds, 3 percent for mental hospitals adding 11,403 
beds, 2 percent for tuberculosis hospitals adding 7,010 beds, 3 per- 
cent for chronic disease facilities adding 5,871 beds, 1 percent for 
nursing homes adding 2,259 beds, 18 percent for public health centers, 
and 5 percent for other related hospital facilities. 


3. FACILITIES TO CARE FOR THE CHRONICALLY ILL 


The chronic and disabling diseases are today’s major health prob- 
lem. Chronic illness causes substantially more days of disability 
than acute illness. It is estimated that about 5.3 million people in 
the United States today are suffering from long-term illnesses. 

The need for more beds for chronic illness is intensified by the 
aging character of our population. Within the last 50 years the pro- 
portion of the population over 65 has doubled, and this ratio is con- 
tinuing to rise. The rate of disability among people over age 65 is 2% 
times as high as the disability rate for the whole population. 

Proper care of chronic illness often requires a variety of facilities 
and professional skills. These may constitute a heavy financial drain 
on family and community resources. 

The great shortage of hospital beds which have been planned 
specifically for chronic care is resulting in wide use, instead, of general 
hospital facilities. This uses beds which are needed for acute illness 
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and services which are more expensive than would usually be required 
for care of long-term illness. 

The rate of hospital admissions among the aged to general hospitals 
is about the same as that for the population as a whole; but the average 
length of stay per hospitalized aged patient is considerably higher 
than that of the population as a whole; resulting in a utilization rate, 
measured in terms of hospital days per thousand persons per year, of 
over 2,000 days per 1,000 persons over age 65, as compared with over 
1,200 days per 1,000 persons for the general population of all ages. 
The aged receive approximately 65 percent more days of hospital care 
per 1,000 persons than do the general population. 


4, AMENDMENTS TO TITLE VI OF THE PUBLIC HEALTH SERVICE ACT 


In 1954 the hospital survey and construction program was broadened 
to stimulate the construction of facilities for the care of the aged ill, 
ambulatory patients, and for providing rehabilitation services to the 
disabled. 

These amendments authorized grants to the States for surveying 
need and developing State construction programs for four classes of 
projects; hospitals for the aged ill and impaired, nursing homes, 
diagnostic centers or diagnostic and treatment centers, and rehabilita- 
tion facilities; $2 million was appropriated to assist the States in the 
survey and planning phase. This survey money is matched, dollar 
for dollar, by the States. 

The amendments also added to title VI of the Public Health Service 
Act authority for appropriations to pay part of the cost of constructing 
these facilities. Amounts authorized annually through the 1959 
fiscal year are (a) $20 million for diagnostic centers or diagnostic and 
treatment centers; (6) $20 million for chronic disease hospitals; (c) 
$10 million for rehabilitation facilities; and (d) $10 million for nursing 
homes. . The minimum State allotment is $100,000 for diagnotic 
or diagnostic and treatment centers, $100,000 for chronic disease 
facilities, $50,000 for rehabilitation facilities, and $50,000 for nursing 
homes. For this phase of the program, the Congress has appropriated 
$21 million for each of the 1955, 1956, and 1957 fiscal years. 

The 1954 amendments have other important implications for caring 
for our aged. The amendments earmarked funds for these cate- 
gories. This has stimulated matching funds for other health facilities 
besides hospitals, so that a more rounded program of comprehensive | 
health services, may be provided, especially for the aged. 

In addition, the amendments established standards of quality for 
the categories. Aged persons in nursing homes require technical 
nursing skills beyond those which an untrained person can adequately 
administer. Increasingly there has been recognition that the nursing 
home needs to provide more than board and room. Legislation regu- 
lating various aspects of nursing home care has been enacted in most 
States which recognizes the medical component of nursing home care. 
The amendments, therefore, supply Federal aid for those nursing 
homes which provide “skilled nursing care.’ ‘Skilled nursing care” 
is defined as “nursing services and procedures employed in caring 
for the sick which require technical skill beyond that which an un- 
trained person possesses.” 
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In order to receive Federal aid for the construction of diagnostic 
and treatment centers, the services to be provided must be described. 
The opportunity, therefore, arises for providing diagnostic and treat- 
ment services of a quality and quantity heretofore lacking. 

Federal aid for the construction of rehabilitation facilities is avail- 
able only for comprehensive rehabilitation facilities. These provide 
for all rehabilitation services necessary to the restoration of a disabled 
person, by including in the comprehensive facilities, medical, psycho- 
logical, social, and vocational services. 


5. SKILLED NURSING HOMES 


Nursing homes under medical direction now constitute a significant 
contribution to our facilities for medical care of the aged. Only 
about 1 percent of the patients in nursing homes are less than 45 
years of age. Prolonged illness, especially among elderly people, 
does not always require care in general or chronic disease hospitals. 
The cost is prohibitive, and some services are not necessary. The 
cost. of care in high quality nursing homes is less than one-half that 
of care in general hospitals. 

Nursing homes have developed rapidly since 1930. According to 
State inventories, homes with skilled nursing care now have a capacity 
or about 0.7 bed per 1,000 persons, nationally. Thus constitutes 29 
percent of the estimated need for skilled nursing homes. There are 
ereat differences in the character of service and the regional distribu- 
tion of persent facilities. 

A start has now been made in additional construction with Federal 
assistance under the 1954 amendments to the Public Health Service 
Act. As of June 30, 1956, 42 nursing home projects have been ap- 
proved, providing 2,259 beds at an estimated total cost of about $22 
million, including a Federal contribution of $6 million. 


6. DIAGNOSTIC OR TREATMENT FACILITIES 


Centers for the diagnosis and treatment of ambulatory patients 
emphasize prevention and early diagnosis of illness. These permit 
more effective treatment and early recovery, with great savings in cost 
and in protection of individual health. 

A diagnostic and treatment center is a facility in which physicians 
and technicians operate as a team, to make full use of advances in 
modern medical science and of the equipment available for accurate 
diagnosis and effective treatment. Most centers with such special- 
ized services are now largely concentrated in metropolitan areas. 
The State hospital and medical facilities survey and construction 
plans indicate that there are about 3,150 diagnostic or treatment 
centers in the country providing adequate services. These constitute 
about 64 percent of the program planned for the country. 

Outpatient departments are needed on a much wider scale in major 
hospitals now established. In addition, independent diagnostic or 
treatment centers could be provided in smaller communities to serve 
surrounding rural areas. 

On June 30, 1956, 77 diagnostic centers had been approved for 
Federal assistance, at an estimated total cost of nearly $32 million, 
with a Federal share amounting to $8.5 million. 


104 STUDIES OF THE AGED AND AGING 


7. REHABILITATION FACILITIES 


Rehabilitation is the process of restoring a physically handicapped 
person to the point where he can either take care of himself at home 
or become productively employed. This process is important to the 
national health, in terms of both personal human values and economic 
gains to society. 

Restoration of the patient to self-care relieves a heavy private 
burden on families and diminishes the patient load in hospitals and 
nursing homes. Return to productive employment, called vocational 
rehabilitation, decreases the burden of public assistance and contrib- 
utes to public revenues through taxes paid on income. 

Throughout the country, only 28 facilities now offer comprehensive 
rehabilitation services. Partial service is available on a very limited 
scale in 680 other facilities. The 28 acceptable rehabilitation facili- 
ties now in use constitute only an eighth of the program planned to 
provide comprehensive rehabilitation services to the disabled. 

By June 30, 1956, 48 projects for comprehensive rehabilitation 
services had been approved for Federal assistance, at a total esti- 
mated cost of $35 million, of which the Federal share is estimated at 
$5.8 million. 


SECTION C. MENTAL HEALTH 
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15. PUBLIC POLICY AND MENTAL PROBLEMS OF THE AGING! 


By Dr. Maurice E. Linden, director, division of mental health, 
Department of Public Health, city of Philadelphia 


There are three current realities that compel planners in the area of 
psychiatric gerontology to reevaluate their thinking and perhaps to 
revise projected programs designed to meet the mental health needs 
of an aging population: 

1. Mental health populations are steadily increasing in the 
older age category. 

2. The mere provision of an ever-increasing number of hospital 
beds is not the answer to the problem of mental and emotional 
indispositions of the aging process. 

3. The responsibility resides in each community relative to 
providing special services for the welfare of its older citizens. 

For some years now we in the field of public mental health have 
been making a concerted effort to remove the social stigma that tends 
to accrue to the diagnosis of mental illness, and to elevate public 
regard for the services and functions of mental hospitals. While we 
- have not yet succeeded completely in removing the disagreeable 
connotations associated with mental disorders, it seems to me that we 
have, to some extent, publicly oversold the mental hospital. Not 
only has the community been made conscious of the therapeutic 
value of well-implemented mental hospital programs, but also, 
simultaneously, the standards for diagnosis, treatment, and care in 
such institutions have been raised to a high level of competence and 
effectiveness. Under these circumstances, we are not surprised that 
the community thinks in terms of mental institutionalization in every 
instance in which one of its members shows evidence of an emotional 
disorder or aberration, whether this be on the basis of psychological 
factors developed in the course of the individual’s life, or whether they 
be borderline mental health problems growing out of the biological 
process of attaining to advanced maturity. 

I am convinced that many of our mental hospitals offer excellent 
treatment and care programs for emotionally disturbed aged people. 
I have personally seen and participated in therapeutic programs 
which succeed astonishingly in reversing undesirable psychological 
processes in the aged and in creating community effectives once again 
out of individuals who were thought to be wholly lost to a so-called 
senile process. 


OUTSTANDING EXAMPLES OF THERAPY 


There are some reports from the medical literature that demonstrate 
the value of a variety of therapeutic programs with the aged. The 
following are a few of the outstanding examples of such programs. 


1 From New York State Joint Legislative Committee on Problems of the Aging, New Channels for the 
Golden Years, Legislative Document (1956), No. 33, Albany, N. Y., pp. 77-80. 
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One group of investigators under Dr. Frederick Zeman and Alvin 
Goldfarb at the Home for the Aged and Infirm Hebrews of New York 
City have repeatedly shown the effectiveness of programs based upon 
individual psychotherapy with the aged. One of the early studies 
with chlorpromazine by Dr. N. William Winkleman of Philadelphia 
demonstrated a high proportion of benefited elderly, agitated, and 
disturbed psychotic patients when placed on this medication for ap- 
propriate periods of time. 

Results, not unlike those obtained in Philadelphia, have been re- 
ported from the geriatric unit in Queens Hospital, Croydon, England. 
Good results were reported from Florence, Italy, by Drs. Mars and 
Morpurgo in the use of chlorpromazine with aged patients who are 
suffering from psychosis of the delirious type, depressions associated 
with aging, subacute alcoholism, and the epileptic group of symptoms. 
The British Medical Journal of April 1955 has an article by Dr. 
Seager, the registrar of the Bristol Mental Hospitals, in which is re- 
ported a nearly 72 percent effectiveness of chlorpromazine in its 
capacity for improving the general behavior of a group of elderly psy- 
chotic women. In the foregoing studies, it was generally found that 
the hospital adjustment of the patient was improved, but the suitabil- 
ity for discharge from the hospital was not greatly enhanced. At the 
Norristown State Hospital in Pennsylvania, I had the privilege over 
a period of years to study the effects of a variety of medications such 
as oral metrazol (®) vitamin B”, nicotinic acid, and other medications 
other than chlorpromazine and the reserpine groups. An important 
element in treatment at Norristown was the use of group psycho- 
therapy as an adjunct to all medication regimens. Approximately 
60 percent of the patients were considerably benefited in these studies, 
and about 35 percent of the patients were rendered suitable for release 
to the community, while 10 percent of them became partially or 
wholly self-supporting. 

Many institutions and clinical facilities throughout our country 
and others are engaged in therapeutic study projects designed to 
further evaluate the effectiveness of the tranquilizing and stimulating 
groups of drugs. Unofficial reports show considerable promise, and 
in the not too distant future we shall have further documentary 
evidence of the value of pharmaceutical substances with and without 
the associated psychotherapeutic programs in affecting the mental 
health problems of older people. 

A study now in progress in Delaware may show the merit of chlor- 
promazine in the treatment of disturbed people of all ages in their 
own homes and in foster care situations. Three types of patients are 
being observed in this research: (1) patients on a followup routine 
after discharge from an institution, (2) patients who have been dis- 
charged prematurely from hospitalization, and (3) a group of people 
certified for admission to a mental hospital, but who have never been 
admitted, and who may be enabled to remain in the community with 
the aid of chlorpromazine therapy. Similar work is now in progress 
under a research group here in New York State. It is still too early 
to say with any degree of certainty what all of the studies now in 
progress will show, but if my own experience in the private practice 
of psychiatry and that of many of my colleagues, of whom I’ve made 
inquiries, are any indication, there is reason to expect that the tran- 
quilizing or ataraxic agents will enable large numbers of emotionally 
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disturbed people of all age groups to be treated in their homes and 
other nonhospital places of residence. A public program has been 
in operation in Amsterdam, Netherlands, for 25 years in which it 
has been demonstrated that approximately 10 percent of patients 
recommended for institutionalization can be cared for very satisfac- 
torily in the community through psychiatric and social work counseling 
services developed under Dr. A. Querido, professor of social medicine 
at the University of Amsterdam. Dr. Querido has been touring our 
country recently under the aegis of the Milbank Fund. I have 
conferred with him, and I’m convinced that similar programs can 
work here. Were the tranquilizing drugs added to the operation, in 
all likelihood the number benefited would be greatly increased. We 
have already taken the earliest steps toward the citywide application 
of such a program in Philadelphia. 

The use of “wonder drugs,’ which at times admittedly seem 
miraculous, tends to accentuate therapeutic methods that employ 
almost exclusively impersonal and mechanical procedures such as the 
giving of a pill. 

It must never be forgotten that some of the major factors that 
contribute to the development of emotional problems in our senior 
citizens are social rejection of the aged, the diminution in the circle 
of friendly associates, intense loneliness, reduction and loss of their 
feelings of self-esteem, and their own sense of self-rejection. The 
aged, like anyone else, need personalized care; they need human 
contact. One of the drawbacks of mental hospital care is the prac- 
tically unavoidable tendency toward regimentation. People treated 
in large numbers develop a group dependency need. 

Should they respond to care, they develop that most insidious of 
conditions known as hospital adjustment; a state of noncreative 
suspension in the meaningless limbo of purposeless quietude. Many 
hospital administrators say, ‘“You can do a lot for them, you can 
improve them, and you can get them to the door, but they won’t 
take the next step.’’ It seems clear to me that the tide to the mental 
hospital must be stemmed. The Commonwealth of Massachusetts 
is enjoying considerable success in reducing its flood of State hospital 
admissions, and has apparently struck an equilibrium between its 
mental hospital facilities and community need. Since 1935, Maryland 
has been pointing the way toward community care of the mentally 
ill, over a third of whom are older citizens. 

The institution, with its monstrous proportions and spacious 
wards, is obsolescent, especially with regard to the aged. The older 
citizen who has committed no social iniquity other than to have 
arrived haltingly into the province of mature wisdom and realization 
deserves more than consignment to the ignominy and pathetic obscu- 
rity of a medical grand central terminal, even if the latter be well 
ordered and well run. There is the need for smaller units for the 
care of the elderly mentally disturbed. The cottage community, 
adjacent to, or part of a psychiatric center, mental hospital or other, 
is one good answer. Older patients thus located enjoy the dual 
advantage of more individualized care and the availability of com- 
petent and well-trained professional therapists and consultants. The 
mental hospital will probably remain, for many years to come, the 
locus for the treatment and care of the most difficult psychiatric 
problems. It should not become the mere custodial center for the 
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prologue to life’s terminus. But part of the trend must be reversed. 
A new trend needs popularization; the trend away from the mental 
hospital. To accomplish this, three social needs must be met: 

1. The need for community education to remind people of the 
family’s time-honored responsibility to care for its bandicapped, 
as well as the pertinent aspects of mental hygiene. 

2. The need for multiple, relatively small community based 
residential treatment centers for moderately disturbed aged. 

3. The need for psychiatrically, clinically orientated day-care 
centers for older persons to serve as the community’s focal point 
for preventive services. 

There are signs, all over the country, that mental hospitals purely 
through the principle of survival are being forced to develop selective 
and restrictive intake policies. The community must take up the 
slack. Clearly, the cost burden for such public services will require 
the pooling of capital resources of both the State and the community. 
The mental health interests of the State and the communities must be 
merged. I am pleased to report that such a merger has taken place 
between the Commonwealth of Pennsylvania and the city of Phil- 
adelphia. Out of such cooperative and joint activities will come, not 
more mammoth mental hospitals, not county homes and poor farms, 
not more of those nondescript human disgraces sometimes euphe- 
mistically referred to as a home with some kind of nursing implied. 
Instead, there will come for the aging citizens sound, preventive mental 
health programs, decent housing, respectable villages built upon the 
principle of continued usefulness, real clinics where the aged are 
understood, not tolerated, and discreet and warm cottage com- 
munities where the milk of human kindness does not curdle on its 
way to the hapless and sick oldster. 

In summary then, I believe, public policy should be such as to 
create a health and welfare atmosphere in which members of families 
are reinstilled with a sense of mutual responsibility, and in which the 
therapeutic units are truly therapeutic—in order hopefully and ulti- 
mately to do away with the necessity for public policy. 


16. THE AGED IN STATE MENTAL HOSPITALS! 


By Dorothy C. Tompkins, from The Senile Aged in the United States, 
cae of Public Administration, University of California, Berkeley, 
alif 


There are thousands of aged persons in mental hospitals because 
there is no other place for them. They are called senile, unadjusted, 
elderly, or emotionally labile. They overburden the facilities for 
care of the mentally ill and their special treatment needs cannot be 
met in this kind of environment. 

This problem of the senile aged is actually a small part of the larger 
problem of the aged today. While advances in medical science have 
been increasing the relative number of old people, society has been 
progressively reducing the social and economic functions of the aged. 

During the last 10 or 12 years there have been numerous conferences, 
commissions, institutes, committees, research projects, etc., devoted 
to the various problems of the aging. On the problem of caring for the 
senile, many of the conferences and other groups recognized that there 
are thousands of such patients in mental hospitals who do not require 
psychiatric care, but rather a protected, custodial care which is not, 
available to them anywhere else. 

In some of the States, geriatric units have been added to mental 
hospitals and special facilities have been adapted to the care of the 
senile. One State has initiated a community placement or home care 
program. In many States, the consensus appears to be that the 
care of seniles (those persons who are not so disturbed as to need 
mental hospital care) is a local problem to be met through community 
facilities—infirmaries or nursing homes, boarding or foster homes. 
home-care and day-care services. 

* * * * * * * 


The senile are aged persons who have marked loss of memory, are 
childish, mildly irritable, restless at night, careless in toilet habits, 
bedridden by infirmities of old age, and who become troublesome 
nursing problems because of personal habits.'* They are older persons 
who are ‘‘emotionally labile,” frequently confused and forgetful, and 
often feeble and physically ‘ill. These ‘seniles may manifest mental 
changes of sufficient severity to warrant their treatment in mental 
hospitals. Many require bed care and most present dietary prob- 
lems.? 

No specific definition of the senile is commonly accepted, since the 
amount of disturbance is a matter of degree. Senility is a mental 
and not a physical state, although it is often accompanied by phy- 
sical ailments as well as evidence of damage to the blood vessels of 
the brain.’ 

1 Part of the study, The Senile Aged Problem in the United States, by Dorothy C. Tompkins: Bureau of 
Public Administration, University of California (Berkeley), 1955 Legislative Problems: No. 1. 

Bical wepete: eda 3 Conference on the Care and Treatment of Senile Patients, September 1950, 


2 Minnesota Welfare 10: 7, August 1954. 
3 Shanas, The Challenge of the Aged, State Government 24: 134, May 1951. 
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It is possible only to approximate the number of seniles because of 
the difficulties relating to the diagnosis and the labeling of individuals. 
living in their own homes, homes of families or friends, or living in 
the different categories of institutions. There is also the difficulty 
due to changes in the physical condition of the individuals so that. 
diagnoses of senility will be changed to diagnoses of other organic 
conditions or the reverse.* 

The National Health Survey of 1935-36 estimated that 68 persons 
of every 100,000 were disabled by reason of senility,® which was the 
fifth of 12 leading causes of chronic disease or disability. 

In 1950, the senile mentally ill constituted about 17 percent of the 
population living in California State hospitals. Over a third of all 
patients cared for in California county hospitals were senile.’ Over 
12 percent of the patients in nursing care institutions for adults in 
Maryland in 1952 had a primary diagnosis of senility.® 

In 1953, senility was the sixth major cause of disability of clients 
cared for by 50 homemaker service programs throughout the country.’ 
It was the primary diagnosis in 4.8 percent of 525 cases served by the 
Instructive Visiting Nurse Association of Baltimore City.” 

In 1925, 7 percent of the patients in Illinois State hospitals were 
either senile or arteriosclerotic. By 1953, this percentage has risen to 
14.8 percent.! Over a third of first admissions to New York State 
mental hospitals during 1946 were senile.” _In 1953, there were 70 
percent more patients in New York State hospitals because of senility 
than there were 30 years before; the percentage of first admissions to 
State hospitals due to mental illnesses associated with senility have 
risen 42 percent. 

* * * * * * * 


A serious problem in many States is created by the increasing 
number of senile persons in the State mental hospitals who do not. 
need psychiatric treatment and who could, under proper conditions, 
live in a more normal setting in their home communities.“ It has 
been suggested that— 


the rate of admission of older persons to hospitals for mental 
disease is merely part of a universal sociologic phenomena by 
which sick persons are being cared for in hospitals rather than 
in their homes.” 


Whether this be true or not, the hospitals at present available for 
chronic disease are filled with elderly patients. 
Whenever an aged patient cannot care for himself and he has 
‘no one to care for him, he eventually goes to the State hos- 
pital, although many of the aged presently admitted for care 


4South Dakota. Legislative Research Council, The Care of the Senile * * * (1954), p. 10. 

5 National Conference on Care of the Long-Term Patient, Care of the Long-Term Patient (1954), p. 15. 

6 National Conference on Care of the Long-Term Patient, Study Group Reports, Committee 1 (1954). 

7 California. Governor’s Conference on the Care and Treatment of Senile Patients, September 1950, 
Final Report, p. 5. 

: ~ Uae ae ea aah on the Care of the Long-Term Patient, Care of the Long-Term Patient (1954), p. 68. 

-, D. 40. 

10 Ibid., p. 45. | 

11 Tlinois. Department of Public Welfare, The Aged and Aging in Illinois, pt. 1, p. 14. 

122 New York State. Joint Legislative Committee on Problems of the Aging, Birthdays Don’t Count 
(Legislative Document (1948) No. 61), p. 244. 

18 New York State. Joint Legislative Committee on Problems of the Aging, Enriching the Years (Legis- 
lative Document, (1953), No. 32), p. 40. 

14 American Public Welfare Association, The Range of Public Welfare Services to Old People (1954), p. 7. 

18 Stearns, ‘‘Psychiatric Aspects of Senility,’’ Maine Medical Association, Journal 38: 257, November 1947. 
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in a mental hospital show nothing more important than mem- 
ory impairment, confusion, and physical infirmity. It seems 
evident that many who come to the mental hospital, come 
primarily for sociologic reasons.’® 


In 1950, the Governor of Missouri estimated that at least 50 to 60 
percent of the patients in the State hospitals are senile patients who 
need no medical attention but just custodial care.” Of 220 patients 
over the age of 60, admitted to California State mental hospitals 
during June 1950, more than one-third were nonpsychotic and “should 
have been cared for elsewhere than in a mental hospital.” ¥ 

The problem of what to do about senile patients in State mental 
hospitals who should not be there was considered by the California 
Governor’s Conference on the Care and Treatment of Senile Patients, 
held in September 1950.” 

County facilities were overcrowded, especially those for the senile. 
Only 30 percent of county hospital beds were available for senile 
patients who constituted 36 percent of county hospital patients. 
With local resources inadequate, senile patients were committed to 
State mental hospitals. Although they did not belong in mental 
hospitals, many improved there because they received good food and 
care. More than 15 percent of the patients aged 60 or over who were 
admitted to State hospitals in the year ended June 30, 1949, had been 
discharged by June 30, 1950. On the other hand, many aged patients 
admitted to State hospitals die within a few days. These patients 
are not psychotic but are suffering from a terminal illness accompanied 
by mental symptoms. 

Mental hospitals are not the proper facilities for the care of senile 
patients.” If circumstances permit, the aged person is usually hap- 
piest in his own home. If placement outside the home is necessary, 
the choice of a facility depends upon the patient’s means and his con- 
dition. Allowing for the maximum degree of family responsibility, 
the conference concluded that government still must protect and care 
for the aged who are alone or whose families cannot care for them. 
Government must have facilities for these patients, and if the financial 
burden becomes too heavy for the local community, State resources 
should be used. Government is also responsible for protecting patients 
whose families can pay for care in boarding homes or private institu- 
tions by setting standards for housing and care.”! 

Licensed boarding homes for aged persons were proposed as a 
comfortable and protected living situation for senile patients with 
mild symptoms. Many patients are physically ill and need the facil- 
ities of a private or public general hospital. Another group of senile 
patients needs close supervision and the care which can be provided 
by a private nursing home, a private institution licensed for care of 
the mentally ill, or infirmary facilities attached to a county hospital. 

Maximum expansion of private facilities would not meet the entire 
need since this maximum is limited and the cost of care in these 
facilities is high. Hence, the conference found an urgent need for 

16 Group for the Advancement of Psychiatry, The Problem of the Aged Patient in the Public Psychiatric 
Hospital (Rept. No. 14, 1950), p. 1. 

17 Governors’ Conference, Proceedings, 1950, p. 1438. 

18 California Governor’s Conference on the Care and Treatment of Senile Patients, September 1950 
Final Report, p. 4. 

19Tbid. Fifteen pages. Sacramento, 1950. 

20 Ibid., p. 8 


21 California. Governor’s Conference on the Care and Treatment of Senile Patients, September 1950, 
Final Report, p. 8. 
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expansion of public facilities for institutional care of senile patients.” 
Elaborate medical institutions are not needed and cottage-type facil- 
ities attached to county hospitals would be less expensive and more 
homelike. Reduction to the minimum of State regulations for con- 
struction of such facilities would make it possible for small counties 
with limited funds to provide more adequately for their senile patients. 
General hospitals, public and private, should be encouraged to estab- 
lish geriatric and infirmary units so that the senile could be given 
appropriate care and moved within the hospital when his condition 
required it. 
CALIFORNIA 


The California Governor’s Conference on Problems of the Aging, 
held in October 1951,”? reaffirmed the recommendations of the Gov- 
ernor’s conferences on mental health in 1949 ** and on care of senile 
patients in 1950, but noted with regret that most of the recom- 
mendations of these conferences has not been fully recognized in a 
functioning program. The early construction and operation of public 
facilities for the care of senile persons in or near their home com- 
munities, was urged. The cost of this program should be shared by 
the State and counties on an equitable basis, and the special problems 
of the smaller counties should be recognized in enabling legislation. 

In 1951, and again in 1953, bills were introduced in the California 
Legislature providing for a State subsidy to be paid to counties to 
care for senile patients in suitable hospital-type units in their own 
communities. Both bills failed. 

The California Department of Mental Hygiene in 1949 requested 
the courts to commit nonpsychotic senile patients to local facilities if 
possible. The number of such admissions in State mental hospitals 
dropped fora while. In 1953, it was estimated that.a thousand harm- 
less senile patients a year were being admitted to the mental hospitals 
who did not belong there.” 

Faced with this influx of aged patients, the department of mental 
hygiene made use of the Welfare and Institutions Code (sec. 5102) 7° 
to return such patients to their communities. In September 1953, a 
letter to all superior court judges, district attorneys, county welfare 
departments, health departments, boards of supervisors, and court 
medical departments called attention to the problem of the commit- 
ment of many aged persons who are only suffering from the physical 
infirmities of old age. These aged persons, it was claimed, are often 
not mentally il and should be cared for in their homes or in some 
facility in their communities. Their mental condition is such that 
they do not need treatment in a State mental hospital, nor should 
they take up beds or the time of the hospital staffs that should be 
used for mentally ill patients. 

The welfare and Institutions Code (sec. 6733) provides that the 
department of mental hygiene shall discharge any patient who is 
affected with harmless chronic mental unsoundness, and that such 

23 Calitdierin Governor’s Conference on the Problems of the Aging, October 15-16, 1951, Proceedings. 
296 pages. Sacramento, 1951. 

4 California Governor’s Conference on Mental Health, March 3-4, 1941, Final Report. 99 pages. 
Sacramento, 1949. 

*6 California. Department of mental hygiene, Report to Governor’s Council, August 1953. 


26 ““No ease of harmless chronic mental unsoundness * * * shall be committed to the care and treatment 
of the mentally ill.” 


STUDIES OF THE AGED AND AGING 115 


person, when discharged, shall be returned to the county from which 
he was committed, at the expense of such county. Accordingly, 
the department announced that all newly admitted civil patients 
who were found to be not mentally ill but merely affected with harmless 
chronic mental unsoundness would be discharged. The letter directed 
the superintendent of each State hospital to communicate with the 
responsible relatives or with proper county authorities in each such 
case prior to the discharge of the patient in order to make suitable 
arrangements for his removal from the hospital. In the event the 
patient was not removed from the hospital by responsible relatives 
or the appropriate county authorities, the hospital would arrange 
to have the patient returned to the county. It was made clear that 
the staffs of mental hospitals were prepared to cooperate in bringing 
about a more desirable placement for these aged persons as close 
to their own homes as possible.?’ 

This new policy of the department of mental hygiene would not 
affect the more than 2,000 such patients then in State mental hos- 
pitals, but only those admitted after October 1, 1953, who were 
determined to be not truly mentally ill after examination by the 
hospital doctors. A reflection of this new policy was seen in a decrease 
in the rate of aged admissions to State mental hospitals during fiscal 
year 1954. ‘There were 500 fewer admissions of mentally ill patients 
over 65 years than in fiscal 1953.% 

This new policy also led to the consideration of the whole problem 
by the California Assembly interim committee on social welfare as a 
part of its study of State and county social welfare programs (H. Res. 
195, 1953). A preliminary field investigation was made and hearings 
were held in Sacramento during January 1954.” ‘The committee will 
report to the 1955 legislature. The problem of senile patients in 
State mental hospitals has been under consideration in a number of 
the other States. 

CONNECTICUT 


The Connecticut Commission on the Care and Treatment of the 
Chronically Ill, Aged, and Infirm was created by the 1945 general 
assembly * to alleviate overcrowded conditions in the State mental 
hospitals and to develop a broad overall rehabilitation program for 
the ‘unadjusted elderly.” 

The rehabilitation program was designed to provide care for four 
principal groups of the chronically ill and aged, one of them the so- 
called seniles—persons who as a result of age have demonstrated an 
inability to adjust reasonably to their usual environment and are con- 
sidered cases of mild mental confusion but who do not have such 
mental aberrations as to be considered psychotic. 

On the basis of experience with the other groups of chronically ill 
and aged (those needing specialized services of physical medicine and 
rehabilitation and those who require definitive medical care for a 
prolonged period), and to relieve the State mental hospitals, the com- 
mission designed a facility known as Woodruff Center. It will be an 
institution which will approach the problems of the elderly patient in 
a manner comparable to the approach to the physically disabled indi- 

= California Department of Mental Hygiene, Report to Governor’s Council, August 1953. 
29 Cahora Resets abel Assembly. Interim committee on social welfare, Progress Report on the ‘‘Non- 


psychotic Senile’? and Related Problems, March 1954; 20 pages. Sacramento, 1954. 
30 Public Act No. 4387. 


116 STUDIES OF THE AGED AND AGING 


vidual, rather than viewing the elderly patient as one whose problem 
is essentially psychiatric. It is designed for long-term definitive care 
as well as complete rehabilitation of the physically disabled and 
aging.” 

ee ehcs hospital building, Woodruff Center will have 135 beds 
ready for occupancy in the fall of 1954. Sixty of the beds will be set 
aside for a controlled study of unadjusted elderly patients from the 
State mental hospitals. 

If the commission is to be successful in developing an approach to 
care and treatment that will relieve not only the mental hospitals but 
other institutional facilities of long-term custodial cases, it must con- 
centrate on helping those who have a good potential for rehabilitation. 
When patients admitted to the commission’s facilities reach maximum 
improvement, they will be discharged to the most appropriate environ- 
ment available, including home care and foster homes. Eventually, 
additional provision may have to be made for those persons who in 
spite of the best services available still require permanent care. At 
present, this function is being performed by the private chronic and 
convalescent hospitals throughout Connecticut, which have approxi- 
mately 5,000 beds.” 

Institutions do not offer a complete solution to the problems of the 
chronically il and aged. 


Adequate care and treatment require the cooperative efforts 
of all individuals and agencies in any way concerned with 
their place in society. 


The commission has grant-in-aid funds at its disposal which have been 
used in assisting private, nonprofit hospitals in Connecticut to improve 
their standards of care. These funds are now being made available 
for the development of local efforts in home-care programs, protective 
workshops, foster-home programs, etc.** 

A pilot program designed to reduce overcrowding in Connecticut’s 
mental hospitals has been announced by the department of mental 
health, the commission on care and treatment of the chronically ill, 
aged, and infirm, and the State tuberculosis commission. The eight- 
point program includes enlargement of the present program for 
transfer of nonpsychotic patients from mental hospitals to other 
State facilities.** 

KANSAS 


Perhaps the greatest problem in the Kansas _public-assistance 
program, as well as a major one in the institution program, is the 
provision of adequate care for senile individuals.*® 

Many of the State’s seniles are cared for in the State’s mental 
hospitals. Others are housed in county homes, county convalescent 
hospitals, and other county institutions. The remainder are cared 
for in private institutions and boarding homes. The present facili- 
ties offered by these three arrangements are no more than adequate 
to meet the problem today, and will not be adequate for the increas- 
ing load in years to come.*® 


a ieee og Approach to the ‘Unadjusted Elderly,” Public Health Reports 69: 734-737, August 1954. 
id., p. 736. 
83 Shindell, An Approach to the ‘‘Unadjusted Elderly,’’ Public Health Reports 69: 737, August 1954. 
a State Government 27:197, October 1954. 
* Kansas. Department of Social Welfare, Public Welfare in Kansas; Fifth Biennial Report, July 1, 
ee 30, 1952; 122 pages. 1952. 
id, Ds 103. 
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Facilities for the care of seniles are inadequate at the State mental 
hospitals. For some years the increase in the number of the aged 
has caused a serious congestion in the State hospitals. On 1950, 
there were approximately 900 seniles out of a total of 1,400 inmates 
at Topeka State Hospital. About 400 of these persons could have 
been released if proper quarters could have been found for their 
care.* 

Provision of additional or expanded institutional care for seniles by 
counties or other political subdivisions of the State presents many 
problems. If the counties provide additional institutional care a new 
source of revenue must be found. Even if such a revenue were avail- 
able, the problem would be difficult in the smaller counties where the 
numbers requiring such care would not justify the establishment and 
maintenance of institutions. 

The 1953 Kansas Legislature authorized counties to sell their county 
farms and buildings and to erect, purchase, construct, and manage 
homes for their aged.** The matter of whether or not the county 
shall levy a special property tax for the establishment of the home 
for the aged or whether the county shall sell the county farm must be 
voted upon and approved by the voters of the county.” 

The care of senile persons in private boarding or nursing homes 
presents an immediate and practical advantage to the State and 
counties of Kansas. Itis the only type of such care for which Federal 
Social Security Act funds are available. The department of social 
welfare “ suggests that creation of new private institutions and 
facilities to provide boarding, custodial, and convalescent-home care 
to aged persons can impose a substantial burden on the community 
in which the institution is located. Such a facility inevitably attracts 
persons from a wide area. If such persons become indigent after 
admission and while resident in the institution, they can become the 
public-assistance responsibility of the county in which the facility is 
located. The Social Security Act does not permit any county resi- 
dence requirement. Until some method is found to protect the public 
assistance funds of individual counties, local authorities cannot be 
expected to work toward the establishment of new care institutions or 
the expansion of existing ones. 


MASSACHUSETTS 


At present many aged persons take refuge in private nursing homes 
or in State hospitals. On February 1, 1952, there were 10,000 per- 
sons aged 60 or over in Massachusetts State mental institutions— 
approximately one-third of the total number of patients." Of the 
10,000 patients, many were mildly confused individuals who would 
never have had to end their days in a mental hospital if adequate 
provision had been made for them before it was necessary to commit 
them.” 


37 Kansas. Legislative Council, Agenda for Council Meeting, May 13, 1953, p. 35. 

38 Council of State Governments, Recent Progress in the States in the Field of Mental Health (BX-290, 
February 1954), p. 21. 

39 The legislative council has recommended that Laws of 1953, ch. 167, be amended to provide procedure 
whereby boards of county commissioners may issue bonds for the purpose of purchasing sites and erecting 
buildings designed as boarding homes for the aged, to be leased to private persons qualified to operate such 
homes. Kansas. Legislative Council, Publication No. 198, November 1954. 

40 Kansas. Department of Social Welfare, Public Welfare in Kansas (1950-52), p. 114. ; 

41 Massachusetts Special Commission to Study and Revise the Laws Relating to Public Welfare, Ninth 
Report (1952), p. 6. 

42 Massachusetts Governor’s Committee to Study State Hospitals, ReportJ(1953), p. 22. 
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An attempt to segregate senile patients from those who need more 
intense psychiatric and medical care has been made (acts of 1952, c. 
464). A former farm colony building at Foxborough State Hospital 
has been converted into a building for “‘confused senior citizens.’ * 

A comprehensive program of care for the aged was proposed by the 
Massachusetts Governor’s Committee to Study State Hospitals. It 
included the establishment of clinics for aging citizens, Improvement 
of nursing homes, and provision of State and other public nursing 
homes.“ icabatate 

The committee recommended that geriatric clinics be established 
in general hospitals throughout the State under the auspices of the 
State department of health (such a clinic has been conducted at 
Peter Bent Brigham Hospital since 1940). In addition to clinics for 
the aged, day care facilities in general hospitals should be provided. 
Aged persons could come to these centers for medical and nursing 
care daily, allowing treatment and care of many patients who would 
not accept and would not require admission to a hospital. 

For persons who require medical care and nursing which cannot be 
provided at home, there are private nursing homes, licensed and super- 
vised. Improved inspection and a gradual raising of standards would 
make the nursing homes an adequate answer to the needs of a large 
portion of the aged who are not sufficiently ill to require hospitalization. 

The supply of beds in nursing and boarding homes is not sufficient 
to meet the demand, and there appears to be a need for provision by 
the State and other governmental units for such accommodations. 

During 1953-54, the Massachusetts General Court established a 
council of the aging, to coordinate the various programs on the 
problems of the aged, and authorized the State health department to 
cooperate with local authorities in organizing clinics for the aging. 
Two hospitals were set aside for the elderly——one for the care of senile 
cases and another for research in chronic diseases of older people.** 


MINNESOTA 


Almost every phase of Minnesota’s mental health program is compli- 
cated or adversely affected by the “senile problem.” “* On June 30, 
1951, 31.1 percent of all patients in the State mental hospitals were 
65 years of age or over. Of these 3,655 patients, 1,546 had no diag- 
nosis other than that of senile or cerebral arteriosclerosis. It is esti- 
mated that between 600 and 700 senile patients in State mental hos- 
pitals are “sufficiently stable to receive adequate custodial eare under 
a family type program, a welfare home program or in a nursing or 
convalescing home.”’ * 

There were several reasons for the extent of Minnesota’s senile 
problem in mental hospitals. The commitment law was changed to 
admit “senile and nervous persons.” The maximum cost to a patient 
or responsible relative who was married or had other dependents was 
$10 a month for care in a mental hospital. The homestead of an 
older person was not subject to lien if the person was in a mental 
hospital, thus allowing the heirs to inherit the homestead clear of 


#3 Massachusetts Special Comimission on Public Welfare Laws, A Report on Laws * * * Relating 
to * * * Problems of the Aged (1954), p. 25. 
44 Report, December 11, 1953. 67 pages, Boston, 1954. 
45 National Municipal Review 43: 412, September 1954. 
46 Minnesota Legislature Interim Commission on Youth Conservation and Mental Health Programs, 
epee se to Mental Health Programs. 102 pages, Minneapolis, 1953. 
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encumbrances. Wide publicity had been given to the new geriatrics 
units built at some mental hospitals. There had been a general 
improvement in care of patients at mental institutions and there was 
a shortage of nursing and rest homes in many communities. Some 
Minnesota counties have kept senile patients in their home communi- 
ties—Cook Home or Arlington Home in Duluth, or Ramsey County 
Home in St. Paul, are county-operated institutions for the aged and 
chronically ill. In other areas, commitment of a patient as a senile 
has been the only way for a county to assure the patient adequate 
care. . 

Recommendations, designed to protect older persons and others 
from being unnecessarily committed to State institutions and to re- 
move the financial incentive from relatives and counties to commit 
to mental institutions, were made by the legislature’s interim com- 
mission on youth conservation and mental health programs.” 

Specifically, the commission proposed that the director of the divi- 
sion of social welfare prepare for each county in the State an average 
county nursing-home charge rate. This rate should be the average 
payment for residents of that county supported in nursing homes 
through the OAA program. Accompanying this rate, the director 
should set forth the amount which represents the county’s share per 
person of such average home payments. 

For aged patients committed to State mental hospitals, charges to 
the patient or responsible relatives would be the average county 
nursing home charge rate of the county where the patient has legal 
settlement or a portion according to ability to pay; except that for 
each patient who is or whose responsible relatives are unable to. pay 
as much as one-half of the average county nursing home charge rate, 
the director of the division of public institutions would bill the county 
of legal settlement for one-half of such rate. The county so billed 
would remit to the State for each patient an amount equal to the 
county’s share of the average county nursing home charge rate for 
that county plus one-half of such amount as the county may recover 
on an ability-to-pay basis from the patient or responsible relatives. 

Local communities were urged by the Commission to take steps 
to provide adequate facilities for care of the aged. (A 1951 law 
authorized counties or an association of counties to establish such 
institutions.) This function is more suitable for local jurisdictions 
than for the State and the legislature was urged to consider the desir- 
ability of providing State aid to local communities for the establish- 
ment of facilities for the aged. Minnesota’s Commission on Aging 
recommended better construction of homes and institutions for the 
aged, and closer affiliation of such institutions with general hospitals. 
To protect the older persons, the commission advised more adequate 
support of licensing and inspection services. To enable older persons 
to remain within their own homes, the commission proposed com- 
munity home-nursing services.” 

The 1953 legislature made major changes in public policy in provid- 
ing care for the mentally ill in Minnesota—more responsibility was 
placed on local government for providing this care.” 

48 Minnesota welfare 10: 8-10, August 1954. 
49 Report: Relating to Mental. Health Programs (1953), p. 85. 
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If local governments assume a greater responsibility for the care of 
the senile aged, local officials foresee several problems—more services 
mean more costs and more local taxes; for many of the senile aged, 
institutional care is the only answer and few of the counties have 
county-operated or county-sponsored nursing homes and few counties 
have the financial ability to construct new buildings or to pay for 
their operation after they are constructed; and some counties are too 
small to operate a home. 

Further study of the problem was proposed to the institute on aging 
held at the University of Minnesota, June 30, 1954—consideration 
of the best estimate of the number of patients who might be able to 
get proper care outside of the mental hospital, based on findings in 
cases of individuals who would have a real chance of getting along well 
in home surroundings; study of how local government is going to 
finance these additional services; consideration of the granting of 
subsidies for the construction of adequate nursing home facilities, for 
necessary social services and for the cost of patient care in a private 
home or local institution; study of the possibility of considering mental 
health care on a basis similar to that followed in providing medical 
care—if the patient could not get along well in a private home, space 
would always be available in a nursing home, and if more complete 
facilities were required, the patient could be sent to a State hospital. 


(a NEW YORK STATE , 


A blueprint for State action on behalf of the aged was presented by 
the New York State Joint Legislative Committee on Problems of the 
Aging in its report for 1950.°* The proposed plan stressed the local 
community approach. However, the State would bear its share of 
the responsibility by providing financial assistance wherever justified, 
technical assistance and standards to assure uniform, high-level 
administration, and a central coordinating agency of various depart- 
ments to give the State program leadership, direction and coordina- 
tion. 

The New York State committee on aging was the first such group 
in the country to study the complex, multifaceted problems of ‘“‘senior 
citizens.”’ On the issue of whether there are any aged in the State’s 
mental hospitals who could be cared for better in any other way, the 
committee found a division of viewpoint, with State psychiatrists 
generally leaning to the opinion that it is false to say there are aged in 
the State hospitals who need not be there. 


In addition to the question as to whether or not our arterio- 
sclerotic or senile could be given custodial care in other types 
of facilities or in their own homes is the issue as to whether 
or not the State should properly assume responsibility for 
these cases. 


__ According to the New York State Department of Mental Hygiene, 
the senile aged— 


should be placed in a mental institution because the sort of 
care that they need reaches the quintessence of perfection in 
63 Tbid. 
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such an institution where the treatment, the nursing and 
attendant care, the provisions are all there for these people 
plus the experience of many, many years.” 

Recently, the New York State committee on aging has been more 
concerned with the mental-health aspects of the problem. In its 
1954 report,’” the committee pointed out the fundamental respon- 
sibilities of psychiatrists—to develop a long-range and short-range 
research program in gerontology, directed toward reduction of in- 
stitutional population; to advise public officials and taxpayers as to 
whether to keep building more and more State mental hospitals to 
house the senile or whether they could be cared for by and in their 
home communities; to provide mental hygene clinics which will also 
cater to the aged; and to distinguish carefully between those who need 
institutionalization, partial supervision, foster or home care. 

Definite progress has been made in New York State—an experi- 
mental geriatric building to be erected at Middletown State Hospital 
was authorized by the 1953 legislature; segregation in the State mental 
hospitals in separate geriatric or infirmary services is now close to 
achievement; and the research unit of one State hospital is being 
reorganized to devote its entire attention to arter iosclerotic and senile 
changes.*® 

The realities of the situation in New York State are suggested by the 
fact that Supreme Court Justice Benjamin Brenner disclosed recently 
that he had “reluctantly’”’ certified four elderly sane persons as 
mentally ill to get for them the custodial care they needed.” They were 
homeless, neglected seniles and the New York City Welfare Depart- 
ment claimed lack of funds for their placement in private institutions 
or old age homes. 

Justice Brenner stirred a storm of controversy. Welfare Com- 
missioner McCarthy said his department had all the money it needed to 
care for the aged but there were not enough suitable places to send the 
senile aged. He proposed the use of Ellis Island. Of the facilities 
for 3, 500 persons, perhaps 2,000 could be used for senile men bon 
women. 

Miss Ollie Randall, one of the country’ S leading specialists on 
problems of the aging, ‘termed the justice’s action a ‘welcome shock.” 
She pointed out that services and facilities of any kind for the senile 
aged are woefully inadequate and New York State has no established 
criteria for the selective placement of the senile aged. 

Expansion of the foster or family placement programs for older per- 
sons who are helpless and are in need of special care, but who are not 
insane, was urged by the executive director of the Welfare and Health 
Council of New York City. Such homes could be used for placement 
before commitment to mental institutions as well as for placement after 
treatment in a mental hosptal. 

At a hearing held by the New York State Joint Legislative Com- 
mittee on Problems of the Aging, Senator Desmond suggested that a 
completely new approach to the care of the aged in State hospitals 

56 New York State Joint Legislative Coma itiee on Problems of the Aging, Growing With the oe 
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ALegislative Document (1954) No. 32), p. 
59 New York Times, December 10, Ae 


60 Tbid., December 17, 1954. 
41 Ibid., December 16, 1954, 
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would have to be made. Putting the number of such aged at 23,805, 
he declared that a program of State aid to localities to care for the 
senile aged in nursing type buildings in their hometowns might have 
to be substituted for “endless building of new supercities of mental 
hospitals.” 

‘The New York State mental hygiene law specifically excludes from 
commitment all persons not mentally ill. The dotard or persons 
suffering from senility is also excluded. Justice Brenner has suggested 
an amendment to the mental hygiene law to permit a justice to certify 
a senile patient as a “helpless aged person.” ‘They would be sent to 
a State mental institution until discharged to the department of 
welfare. 

NORTH CAROLINA 


In North Carolina, the State board of public welfare administers, 
through county welfare departments, a community placement pro- 
gram for senile mental patients.® 

In 1950, the commission to study the problems relating to the care 
of the aged reported that existing legislation was adequate and 
endorsed the program for community living already developed by 
the State board of public welfare. The commission also recognized 
that these services available to State hospital patients were the most 
economical as well as the most personally satisfying way of meeting 
specialized needs of the senile patient.® 

Under the community living plan, the supervisor of services to the 
aged of the State board visits each State hospital monthly and confers 
with the social service department about the patients judged ready 
for release. ‘The characteristics and needs of each patient are con- 
sidered in planning for a suitable boarding home. The State board 
furnishes the liaison between the State hospitals and the county 
departments of public welfare.© 

The county department of public welfare assumes the responsibility 
for finding a suitable home for the patients who logically can be placed 
most acceptably in that county. The county department also fur- 
nishes continuous supervision of the boarding homes into which 
released patients are placed and provides the financial assistance 
needed for the patient’s boarding home care. Through continuing 
casework services the county department helps the patients become 
adjusted in their new environment. 

In the main, released patients are provided for in boarding homes by 
public assistance. Where the need justifies it, these patients are 
eligible for the maximum grant of $55 a month. When a patient has 
been in the State hospital for a period of more than 2 years and needs 
care that cannot be secured for the maximum public-assistance grant, 
the State board supplements the public-assistance grant out of a 
special State appropriation set up for this purpose. In 1953-54, the 
amount available for this purpose was $25,000. In a few instances 
where hospitalization has been less than 2 years, general assistance 
funds of a county are used to supplement public-assistance grants for 
boarding home care. Many patients are provided for by guardians 

‘62 New York Times, December 16, 1954. 
63 Pemberton, Returning Senile Patients to the Community, Public Welfare News (North Carolina 
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or relatives who cannot accept the patient in their own homes but can 
pay some part of the cost of boarding home care. 

The placements made by the county welfare departments from the 
State hospitals have increased from about 85 on June 30, 1952, to 
over 400 as of June 30, 1954. 


SOUTH DAKOTA 


In April 1953, approximately 55,000 persons (over 8 percent of the 
people in South Dakota) were 65 years of age and over and of these 
it was estimated that about 1,700 were senile. 

South Dakota provides care for the chronically ill, including the 
senile, at the State school and home for the feebleminded, the State 
tuberculosis hospital, the soldiers’ home, and the State hospital. 
Additional facilities in the State are provided by county and com- 
munity hospitals, church and fraternal organizations, private nursing 
homes, convalescent homes, rest homes, board and guest homes, and 
old-age homes. 

The outstanding feature of the facilities for the care of the senile is 
the poor quality of service and facilities provided, particularly the 
insufficient and unqualified professional and nonprofessional staffs. 
The lack of adequate local facilities for care of senile patients is 
resulting in commitment of these patients to the State hospital. 

A State administered plan with regional organization has been 
recommended by Griffenhagen & Associates for the care of the senile 
and chronically ill in South Dakota.” The program and facilities for 
the care of the senile should be parts of the integrated program and 
facilities for the performance of health and welfare functions of the 
State. A proposed department of health and welfare should be 
charged with responsibility for the planning, supervision, and control 
of the State programs and facilities for the care of the senile and 
chronically ill. 

The State should be divided into eight health and welfare regions, 
and a chronic disease hospital provided in association with an existing 
general hospital in the largest urban center in each region. The 
regional hospitals should be 50 bed units, planned to facilitate the most 
efficient nursing care for the aged group, and leased ($1 per annum) to 
the associated or adjacent general hospital with the understanding 
that the hospital management will make available to the State health 
and welfare department the regional hospital offices and facilities. 
Any such agreement should provide for bed distribution as between 
private and public charge patients; the minimum monthly charge at 
the chronic disease hospital for a public charge patient should be the 
amount of public assistance provided to the patient, less $5 a month to 
be advanced to him for personal necessities. 

The commitment laws of the State should be amended to allow for 
home care and early discharge of the patient on recommendation of 
the medical board of the staff of the State hospital and to provide for 
voluntary admissions to the State hospital. 

6 University of North Carolina, News Letter, vol. 40, No. 13, November 24, 1954 
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TEXAS 


In Texas, approximately 22 percent of all patients in State mental 
hospitals are 65 years of age, and 20 percent of all present admissions 
are in that age group. There are several hundred aged patients who 
have been mentally ill, are now recovered sufficiently to be released, 
but they have no home to which to return. A large number of the 
aged patients are not mentally ill but require medical and nursing 
attention which could be given in a general or specialized geriatric 
hospital A substantial number—about 50 percent of all first admis- 
sions over the age of 65—die before they have been in the hospital 1 
year. They need only general medical care, but lacking funds and 
family care, they use the State mental hospitals.® 

So that the Texas mental hospitals may be used exclusively for 
those patients who are mentally ill, the Texas Research League has 
proposed, among other things, that the legislature define the respon- 
sibility of the State for the care of geriatric patients. This definition 
should include who is responsible for the medical problems (non- 
mental) of the indigent aged and should establish the process neces- 
sary to release to the proper facility the homeless indigent aged 
person who is not mentally ill. Geriatric patients with chronic 
medical ailments should not be admitted to State mental hospitals, 
and a State study committee on the aged should be established. 


VIRGINIA 


It has been said that many old people are committed to State 
mental hospitals because they have become a burden to their fami- 
lies, but are not really mentally ill. In Virginia, very little founda- 
tion for such a statement was found by the State department of 
mental hygiene and hospitals.” In 1953, of 613 aged patients 
admitted because of disorders of the senium, less than 5 percent were 
without a psychotic reaction. 

An increasing number of aged persons are in need of hospitalization 

because they have mental disorders which the families are unable to 
care for in their homes or in private facilities. For the years 1940, 
1950, and 1953, senile patients constituted approximately 7 percent 
of first admissions to Virginia State hospitals.” Of the resident 
hospital population, on June 30, 1953, 32.7 percent were 60 years 
of age and over, and 16.2 percent were 70 years of age and over. 
In 1940 it was 26 and 10.5 percent, respectively. This indicates the 
large increase in the older patients, especially when the population 
of the hospitals has had a 14.9 percent increase in total resident 
population.” 
_ A local program for the care of seniles, among others, has developed 
in southern Virginia. Thirteen counties are joint owners of a hospital 
for the chronically ill. Patrick Henry Hospital, originally an Army 
camp, was bought by a group of local citizens, headed by a physician. 
Renovation and remodeling were financed by a 20 cents per capita 
assessment on each political subdivision.” 


4: Ee merece League, For Those Committed to Our Care (1954), p. 41. 
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The institution serves 13 counties and 5 cities. It remains a private 
institution with its own elected board of directors. This enables 
OAA patients to continue to receive their benefits and pay their own 
way for services rendered. Patients range from 40 to 107 in years, 
and most of them suffer from paralysis, heart trouble, rheumatism, 
diabetes, or senility. 

WISCONSIN 


_ Wisconsin has no planned and integrated program for the care of 
the chronically ill and infirm aged, except those who are mentally 
ill and tuberculous. Aged persons who are mentally or physically 
infirm receive care in general hospitals, infirmaries attached to homes 
for aged, and private nursing homes. Some 1,800 aged who are 
senile or suffering from cerebral arteriosclerosis share the overcrowded 
facilities of the county and State mental hospitals.” 

As of 1952, 35 county homes and infirmaries were operated and 
maintained by counties under the jurisdiction of the State department 
of public welfare. Over 70 percent of the residents of these county 
homes were 65 years of age and over; 21 percent were senile; 35.5 
percent were in need of some personal attention, and 17.9 percent 
were bedridden.” Under State law, counties may construct, main- 
tain, and operate hospitals for the detention and care of chronic 
mentally ill persons, inebriates, and drug addicts. On June 30, 1951, 
36 counties operated such hospitals which were overcrowded by 40.7 
percent. Of the 12,344 patients in these hospitals, 1,517 were classified 
as senile.”® 

It can never be possible to provide public facilities for all the aged 
who require institutionalization. Other ways of caring for the infirm 
and disabled aged must be found. Within the last few years, atten- 
tion has been directed toward home-care programs as promising alter- 
natives to the more costly public institutions. In home care, the Wis- 
consin Legislative Council sees the advantage of providing a means 
of saving funds and at the same time instituting a program more 
beneficial to the persons in need of care.” 

A continuing committee on the problems of the aging was recom- 
mended by the council. Among other duties, the committee should 
promote the establishment of community councils or committees for 
the care of the aged and chronically ill. 


OTHER STATES 


In New Jersey, almost 30 percent of the total patient population 
in State and county mental hospitals is 65 years of age and over. 
The proportion of elderly patients entering mental hospitals has 
increased from 17.6 percent in 1933 to 35.8 percent in 1953. 

Many of the mental patients who enter the hospital in their later 
years are less likely to respond to therapeutic treatment, often linger 
on in the hospital, and frequently die there of physical ailments. The 
question is raised therefore, if the mental hospital is to perform its 
primary curative function, whether elderly mental patients (unless 
greatly disturbed) needing nursing care could not be cared for in 
other ways—nursing homes, boarding homes, family homes, etc.” 

7% Wisconsin Legislative Council, 1953 Report, vol. 1, pt. 1, p. 18. 
7% Wisconsin Legislative Council, 1953 Report, vol. 1, pt. 2, p. 136. 
76 Thid.. p. 139, 
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- On the other hand, the Michigan Governor’s Commission To Study 
the Problems of the Aging,” found that the per diem cost of mainte- 
nance of senile patients at State mental hospitals is much lower 
than could be expected in smaller institutions that had to carry their 
own full costs of administration; the policy that has been followed 
of housing senile patients apart from those giving evidence of more: 
disturbed psychotic conditions could be expanded. To keep elderly 
persons in their own homes after they begin to suffer severely from 
physical infirmities of age would be impossible without the develop- 
ment of auxiliary services. , 

Of the 975 patients in Rhode Island’s State Hospital for Mental 
Diseases, one-fourth are aged 65 years and over. Many of these 
patients are not mentally ill, and the hospital has been successful in 
placing a limited number in foster homes.” 

The development of geriatric centers in localities has been suggested 
as an alternative to sending aged persons to State institutions unless 
they require specialized services. Such centers should be associated 
with general hospitals, and should include a clinic for counseling on 
health problems. 

Seniles form one of the highest categories of admissions to Oregon’s 
State mental hospitals.2 Their treatment rarely amounts to more 
than custodial care and the prescription of physical medicine. 


They should be cared for in an institution separate from a 
State mental hospital.* 


A 1951 law (ch. 195) which was approved by the voters at the 1952 
eeneral election,®* authorized a domiciliary hospital for the care and 
treatment of aged persons afflicted with mental disease and directed 
the hospital to be located within a 20-mile radius of the county court- 
house of Multnomah County.® 

The 1953 Oregon Legislature enacted a bill which referred to the 
people a plan to expand the previously proposed and approved 
domiciliary hospital for the aged mentally ill to a general mental 
hospital in the Portland area. Arguments for the bill included those 
that there is insufficient experience with hospitals set up solely for 
the aged mentally ill to justify public expenditure of tax money for 
such an institution; and that there is a growing trend toward estab- 
lishment of separate geriatric units in general mental hospitals. 

Arguments against the bill mcluded the fact that Oregon’s aged 
population is increasing more rapidly than the general population and 
a facility for mentally ill aged deserves first consideration; that in a 
general hospital, doctors tend to spend less time with senile patients 
than they do with patients with more hopeful prognosis. One-third 
of the patients in the present mental hospitals are aged mentally ill 
and if a hospital is to be built, it should be for this group.®® 

The 1953 bill called for a more comprehensive hospital which would 
provide almost as many beds for the aged mentally ill as were con- 


79 Report, '’ecember 12, 1952, p. 46. 
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templated under the original referendum. Expansion of the domi- 
ciliary hospital into a general mental hospital was approved by the 
electorate on November 2, 1954. 

County homes in Pennsylvania are not maintained for the exclusive 
use of the aged, although the majority of the residents of these homes 
are aged 65 and over. County homes are under the supervision of 
the State department of welfare and are operated by the counties. 

Patients in State mental hospitals who have nonpsychotic illness may 
be transferred to county homes, and the State pays to these homes an 
administratively fixed fee, which in 1952 amounted to $1.25 per pa- 
tient per day.*’ Unlike the residents of licensed commercial convales- 
cent and nursing homes and boarding homes, the aged residents of 
county homes are not eligible for old-age assistance.® 

In South Carolina’s State hospital there are several hundred senile. 
patients receiving, in the main, purely custodial care. The additional 
cost of administration and care required for these patients is greatly 
above the expenditure which would have to be made if these patients 
were housed in buildings designed to receive them.®* 

The number of dependent aged is increasing each year. Because 
most of the counties do not have facilities to care for them, many 
aged persons suffering from ‘“‘the aging process,’’ who require nothing 
more than nursing or custodial care, have been committed to the 
State hospital. | 

Facilities constructed for the care of the aged who are emotionally 
or mentally disturbed or deteriorated would result in better care and 
a more economical operation than the facilities at the State hospital: 
provide. Interest is increasing in nursing homes in each county.” , 

“While the average senile patient is psychotic medically and legally,” 
the Maine Committee on Aging found a very small percentage of 
senile psychotics require institutionalization. Most senile patients 
are problems of nursing care and the committee felt that these patients 
get better care at the State hospital than they would get at most 
nursing homes. It would be a mistake ‘‘to attempt to maintain sepa- 
rate institutions for the care of the aged” and ‘‘it is more satisfactory 
to have a separate geriatrics unit attached to the State hospitals for 
the care of the senile aged.’ 

- ee eee Joint State Government Commission, Sixty-Five (1953), p. 60. 
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MentTaL ADJUSTMENT TO PuystcaL CHances Wita AGING 
By Karl M. Bowman, M. D. 
and 
Tue Mepican Care or THE DepiniTtaTeD, Hospirauizep AGED 
By Freddy Homburger, M. D. 
FOREWORD 


The individual is indivisible; psyche and soma are one. Every 
individual is modified by his age, health, and maturity. These three 
aspects of life vary independently of each other. Each is separately 
amenable to modification by many kinds of experiences. ‘Thus the 
problems of the mind in later life cannot be segregated from the 
problems of somatic health and disease, the stresses peculiar to 
senescence and senescents, and the emotional homeostatic capacities 
developed by maturation. 

The relativity of health becomes increasingly conspicuous with 
aging. As health, both mental and physical, is much more than 
the absence of disease, possessing quantitative attributes, it is the 
primary purpose of constructive medicine to build greater health and 
thereby prevent illness and premature depreciation. Constructive 
medicine is anticipatory; it is foresight applied. Guidance in nutri- 
tion, hygiene, modus vivendi, education, and cultivation of matura- 
tion may be asked of all classes of physicians. Constructive medicine 
is not a specialty, though it does demand much of the physician: 
comprehension of etiologic factors, knowledge of human physiology 
and psychology, insight, foresight, and the ability to instruct effectively. 

The absence of clear division between health and disease is nowhere 
more obvious than in mental functioning in both intellectual and 
emotional realms. Normal is most nearly synonymous with mediocre; 
it is near average or mean. Gross asymmetry is hazardous. Maximal 
intellectual superiority, or genius, is dangerously close to disease unless 
paralleled by optimum emotional stability. Homeostatic competence 
is a factor of personality maturation. The question of who is mentally 
ill and who is not may hinge upon relatively local mores. For example, 
when a patient in a State hospital was asked the reason for his com- 
mitment, he replied: “It is a matter of democracy. I felt most of the 
people in my town were crazy; they thought I was. The majority 
won.” This is one of the hazards of originality, iconoclasm, and 
intellectual independence. Nevertheless, these are the seeds of prog- 
ress and their cultivation demands courage. 


1 From Geriatrics, vol. 11, No. 4 (April 1956), pp. 136-145, 163-172. 
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This symposium on the problems of the mind in later life is a col- 
lection of the papers presented in Cincinnati on January 13, 1956, at 
the second Merrell gerontological symposium focused on constructive 
Medicine in aging. (See Geriatrics 10:149 to 188, 1955, for the papers 
of the first symposium.) Sponsored by the William S. Merrell Co. 
and with Dr. Maurice Levine of the University of Cincinnati as 
moderator, this was a most successful meeting. The six contributors 
whose papers follow are all men of exceptional stature in their respec- 
tive clinical and scientific spheres; their discussions cover the major 
areas of this immensely complex subject with clarity and brevity. 

It would be pointless to discuss the individual papers here. Every 
participant emphasized that the core of the problem lies in the mainte- 
nance of emotional equilibrium under conditions of stress. Neurotic 
and psychotic disorders, other than those directly consequent to 
organic disease or intoxication of the brain, are caused by failure of 
the homeostatic mechanisms to adapt adequately to stress. Thus 
the genesis of mental illness involves two types of variable factors: 
the exogenous stresses of life and the endogenous homeostatic incom- 
petence. Though often similar, the exogenous vicissitudes vary 
individually in character, intensity, sequence, duration, and coin- 
cidence with age changes. The effectiveness of emotional homeo- 
static processes, largely dependent upon the extent of cultivated 
maturity, is likewise highly variable. In other words, success or 
failure in adaptation depends upon the intensity, nature, and duration 
of attack and upon defensive ability. 

Control of the environment to minimize the threat of stress is the 
older, conventional technique of approach in preventive medicine. 
Water is purified to prevent typhoid fever; swamps are drained or oiled 
to protect us from malaria. Parents were taught that children must be 
so sheltered that they are never exposed to fear. But this sort of 
pampering can be carried to a detrimental extreme. How can courage 
be developed in the absence of fear? Or active immunity to strep- 
tococci if every minor infection is passively erased by immediate 
administration of antibiotics in massive does? 

Application of graduated stresses stimulates development of 
defensive mechanisms. This is the newer and as yet unappreciated 
tactic of building defenses as a part of constructive medicine. Edu- 
cation of the personality toward maturity with its macnificent equa- 
nimity is constructive. Planned and graduated exposure to stress, 
be it physical or psychic, nurtures maturation, and increases the 
defensive capacity. Identification of the predictable stresses of later 
life is invaluable as a guide in such preparatory training, but stress is 
not necessarily involved in every constructive experience. Careful 
study of the papers of this symposium will be a highly profitable 
experience, free of stress. 

Many of the serious problems of the mind in later years are not 
caused by people growing old too early in life, but arise because many 
of us remain too young and immature as we age. 


Epwarp J. Stinauirz, M. D. 
WasuHineTon, D. C. 
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Mentat ApJUSTMENT TO Puysican CHances Wirn AGING 
Karl M. Bowman, M. D., San Francisco, Calif. 


This paper attempts to correlate physical with mental changes in later 
life; discusses the wide variations, both in intellectual capacities and 
emotional makeup, and the changes produced by old age; calls atien- 
tion to newer material showing wncrease of intellectual functions up to 
50 years of age; and points out the variations and inconsistencies, 
existing regarding retirement 


I would like to review briefly why the study of geriatrics is becoming 
so important, and to mention a few of the difficult problems arising 
because of the increase of our aging population. 

There has been an enormous increase of persons over 65 and this 
growth is expected to continue for some time. From 1900 to 1950, 
our total population almost doubled. During this same 50 years, the 
number of persons over 65 more than quadrupled, going from 3 to 
13 million. Compared with this doubling of population, the total 
number of patients in mental hospitals has tripled and the number 
of patients over 65 has increased nearly 10 times. ‘To the psychiatrist, 
therefore, the problem of mental disorders in later life is becoming 
increasingly important. 

This growth in the number of aged persons has had a profound 
effect on our whole culture and on our industrial organization. Are 
policies now pursued by the Government and by industry sound or 
should they be changed? If we are to deal with the situation in- 
telligently, we must know what physical and mental changes occur 
Im aging persons. 

It has been said time after time that the aging process begins with 
the moment of conception, and that certain developments, changes, and 
alterations are inevitable with the passing of time. We know that 
the period of infancy, childhood, and adolescence is one of physical 
and mental development, and there is little doubt that the changes 
that occur up to the age of 18 or 20 are desirable and that the individual 
is steadily improving in all of his physical and mental capacities. If, 
however, we accept Kinsey’s findings, the young male of 20 is actually 
-past his maximum sexual capacity for orgasm. 

The period from 18 to 25, or a little later, is considered to be the 
time of maximum physical strength and endurance. By the age of 
30, most athletes in sports which require quick reaction time, endur- 
ance, and gross strength are on the decline. According to a recent 
report, the oldest active professional football player in the United 
States is 32 years of age. The years from 20 to 40 are held to be the 
period of maximum intellectual capacity, and such intelligence tests as 
the Wechsler-Bellevue allow for declining intellectual capacities after 
35. 

There seems to be much greater variation in the emotional makeup 
of the individual and_less of a general formulation of how the emotional 
life progresses and regresses. The small child has strong and uncon- 
trolled emotional drives which he expresses freely, but, by the time he 
reaches adulthood, he is expected to have developed his intellectual 
capacities and to have established a reasonable control over his emo- 
tions. There is also the general concept that with advanced age the 
emotions again get out of control and the individual returns to much 
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the stage of the infant. We even have the term, second childhood, to 
describe the changes in the older person, both emotionally and intel- 
lectually. Emotions are much harder to measure, however, and a 
quantitation of emotions is still difficult if not impossible. For this 
reason, we cannot speak with the same precision about what happens 
to individuals emotionally as about what happens intellectually. © 


PHYSICAL CHANGES AFFECTING EMOTIONS AND INTELLECT 


There is a series of physical conditions which indirectly affect the 
intellectual function of the individual and his emotional reactions. 
All of the special senses become less keen. Eyesight is definitely 
affected; the individual begins in his forties to lose the ability to 
accommodate to near objects and requires bifocals for reading. There 
is commonly a decrease, extremely variable in amount, in hearing. 
Thus the individual sees and hears less of what is going on about 
him. He usually recognizes this fact. He may attempt to compensate 
for it or he may withdraw in a somewhat depressed and embittered 
fashion. In either case, a personality change occurs which is the 
secondary result of these changes in sight and hearing. Occasionally, 
a person will not wear glasses because he feels that it makes him look 
old, or he may refuse to wear a hearing device. Another important 
change is loss of teeth. Unless this is compensated for by excellent 
dentures, a number of changes may occur. He may live on a soit, 
poorly balanced diet, which may lead to serious protein, mineral, and 
vitamin deficiencies. This will decrease his energy and interest, will 
eause easy fatigability, and may produce severe emotional reactions 
because of the feeling of inadequacy and general loss of energy and 
interest. 

With our cultural attitude such that everyone wishes to look young 
we find that some persons are disturbed by loss of hair, gray hair, 
wrinkles, and other physical evidence of aging. Here again the indi- 
vidual may deal with these changes in various ways, some of which 
are healthy and others not. He may go to the plastic surgeon to 
have the wrinkles removed. He may wear contact lenses which will 
not indicate the defect in eyesight. With regard to teeth, the situation 
is a little different, since there is no possible reason for not wishing to 
secure good dentures which will also be attractive. Then again he 
may refuse to accept the fact of aging. He may use all the artificial 
devices possible to look young and, in addition, may attempt to act 
young, in a manner which will fool no one but himself and which may 
lead to further conflict and feelings of inferiority. 

The sexual life is also affected. We know that, in men, there is 
commonly a decrease in sexual capacity. According to Kinsey, this 
decline starts before 20 and is more or less steady. Probably, at age 
65, about 50 percent of men are relatively or completely impotent. In 
women, according to Kinsey’s findings, there is a somewhat different 
evolution of the sex instinct, with a plateau of sex ability until about 
the age of 55. This can be, and frequently is, affected by psychologic 
factors. Many women assume that, with the menopause, they will 
no longer be able to enjoy sexual experiences and, as a result of this 
emotional attitude, cannot doso. However, by 65 there is a noticeable 
drop in the sex capacity in women as well as in men. As a result, 
there has been a good deal written recently about the “third sex” or 
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‘neutral gender.” Such articles make the claim that the decrease of 
gonadal secretions coincides with a falling off of the male or female sex 
characteristics, and that, at about 60 to 70, a person begins to lose his 
sex identity, as far as the physiology of the body is concerned and, in 
part, as regards the psychology. 

With this loss of sex capacity, many persons become quite depressed. 
Frequently, the old person indulges in a lot of fruitless sexual fantasies, 
which do nothing more than stir him up and make him more aware of 
his inadequacies. A large number of the cases of sex offenses with 
small children are found in such old men. Men who are relatively or 
completely impotent and who, because of their inability to obtain an 
erection, feel inadequate to making any sort of sexual approach to a 
erown woman, may resort to fondling little girls for a sort of vicarious 
sexual thrill. Here we have a mixture of both the original organic 
defect and the secondary results when the individual realizes that age 
has brought loss of an important function. 

It should be pointed out that the loss of the sex drive is not regarded 
as a serious problem by some persons. They feel that they are freed 
from what may have been quite disturbing and upsetting drives, and 
that activities can be directed into other channels. Thus, this change 
may give serenity to some persons but in others may cause emotional 
turmoil, depression, or even final resort to suicide. All this again 
emphasizes the tremendous variation of individual reactions to the 
same apparent change. 


INDIVIDUAL VARIATION IN MENTAL ABILITY 


In any attempt to study mental changes in aging persons, it is im- 
portant to emphasize the great individual differences that occur in 
intellectual and emotional makeup. Almost as important is the great 
variability in rate at which mental capacity is lost. This individual 
variation in innate ability and rate of loss makes any generalization 
difficult. As Crook has expressed it, ‘In any representative group of 
normal older people, aged 60 to 80, you are sure to find a sizable pro- 
portion who are actually faster than the average of any young group, 
in any mental function which can be measured.”’ No two persons 
start life with identical endowments and they do not develop or 
deteriorate in exactly the same manner or at exactly the same speed. 

We need further clarification of the use of the term “‘intelligence.”’ 
Thorndike has said that intelligence is that which is measured by 
standard intelligence tests. Another definition of intelligence is the 
ability to learn and to solve new tasks. There are certain capacities 
labeled “wisdom or judgment,’ which cannot be tested adequately 
by present tests but which are really a special part of intelligence 
and are often more highly developed in old persons. Standard intelli- 
gence tests, therefore, do not measure all of these intellectual capaci- 
ties. ‘This point must be kept in mind in the discussion which follows. 

It is difficult to separate completely the mental processes from the 
physical, but we can describe the physical changes of aging and then 
see how some of these changes correlate with and perhaps cause the 
mental changes. 
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CORRELATION BETWEEN PHYSICAL AND MENTAL CHANGES 


The rate at which the individual burns up his body tissues as meas- 
ured by oxygen consumption decreases with each decade of life. 
Throughout life, this rate is higher in men than in women. It is 
possible that women live longer than men because they do not burn 
up their body tissues as fast. At any rate, the energy output of the 
individual lessens with each decade. This seems in accord with the 
universal idea that small children and even adolescents have limitless 
energy and that the output decreases steadily the older they grow. 

Here there seems to be a correlation between physical and mental. 
The speed of physical and mental reactions decreases with age. This 
slowing of reaction time is an important factor in athletics and, 
although it has no real effect on intellectual attainments, it is an 
important cause of decreased scores on standard intelligence tests, 
since many of these tests limit the time for answering. A person’s 
general knowledge, reasoning ability, and memory may be unaffected, 
but he will receive a lower score because of the time limit set by the 
test. 

We may also raise the question about intellectual activities which 
are carried out continuously. We are all familiar with the person 
who keeps himself in excellent physical shape by appropriate exercise, 
diet, and so on. Does intellectual exercise keep the individual in 
excellent mental condition? Does suitable and appropriate use of the 
mind keep intellectual powers functioning with minimum loss? There 
is strong evidence that mental activities, which are carried out regu- 
larly and habitually, tend to be preserved and show a slower rate of 
decline. A certified accountant or bank teller, even when 65 or 70, 
may solve simple arithmetic problems more rapidly and accurately 
than younger persons of equal or superior intelligence. 

Let us look at other physical and mental factors. We know that, 
by 25 to 30, the brain has reached maximum size and that, by 35, 
definite atrophy will have set in. We also know that, except for the 
_ heart, nearly all the organs of the body start to atrophy at some time 
between 30 and 35. Can we establish any correlation between such 
atrophy and mental functioning? We know that there are many 
so-called silent areas in the brain and that there can be considerable 
loss of brain tissue without any apparent loss of mental functioning. 
We know that, for the ordinary human being, one kidney will take 
care of physiologic needs and that one testicle or one ovary will 
suffice for the internal secretions, a normal sex life, and copulation. 
Has nature been equally lavish with its supply of brain cells, and 
does the dropping out of cells, starting at about age 35, have no real 
effect on brain functioning until great atrophy has occurred? 

Autopsy findings in persons dying at advanced ages show little 
correlation between mental symptoms and brain changes. Many 
cases that showed profound deterioration show only moderate brain 
damage at autopsy, and many cases, with excellent preservation of 
mental capacities until death at 70 or 80, show decided brain changes. 

What effects do changes in other organs have? For example, we 
know that the liver is an important detoxifying organ. Is atrophy 
of the liver connected with decrease of detoxifying power, and thus 
with production of toxic conditions that interfere with normal mental 
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functioning or normal emotional states? Since alcohol is broken 
down mostly in the liver, does the older person’s decreased tolerance 
‘to alcohol link up with decrease in size of the liver? 

Certain specific abilities seem to be lost gradually as part of the 
aging process. Memory seems to show a progressive loss from about 
30 years onward, coinciding with, and possibly caused in large part 
by, atrophy of the brain. However, memory depends, at least to 
some extent, on the intensity of an experience and the person’s interest 
in it. Thus, loss of memory may be partly caused by the loss of 
interest and lessened intensity of feeling which comes with increasing 
age. In the typical old person, memory loss is slight for childhood 
experiences, but much greater for newly learned material. 

Learning ability decreases with age. One reason is that new learn- 
ing may require breaking down of long-established patterns. ‘This is 
more difficult for the old than for the young person, who has not had 
his habits established for so long a time. Again, learning ability is 
directly related to intensity of interests. Older persons often feel 
that, since the remaining life span will be quite short, there will be 
little opportunity or need for newly acquired knowledge or technics, 
hence they do not try to learn. 

Reasoning ability and perception of spatial relations show definite 
deterioration with age. When the individual is called upon to deal 
with unfamiliar material or conditions the deterioration is quite 
noticeable. At any age, reasoning ability and awareness of spatial 
relationships are the abilities which tend to show the greatest loss with 
‘diffuse cerebral pathology. In general, verbal ability decreases less 
with age than do most measurable abilities. This is particularly true 
of vocabulary, general information, and verbal comprehension. 
Vocabulary tests reveal fewer signs of deterioration in the aged than 
do most of the standard intelligence tests. 

Imagination, judgment, and wisdom seem to be affected to a more 
variable degree than are most functions. Many older persons have 
profound judgment and wisdom, and seem to belong properly in the 
councils of government and on the bench. Unfortunately, other 
persons of the same age show noticeable decrease in these functions 
and are entirely unsuited for such positions. 


WHEN DOES INTELLECTUAL DECLINE BEGIN? 


Although there seems to be universal agreement that age brings some 
decrease in intellectual functions, certain recent material makes it 
doubtful that intellectual deterioration starts in the thirties. 

The first point is that going through a population and taking ran- 
dom samples tells us only what older and younger persons are like at 
the present time. It does not tell us what the present younger gen- 
eration will be like 20, 30, or 40 years from now. Studies show that 
scores on standard intelligence tests increase with greater schooling. 

Because of their better schooling, veterans of the Second World 
War made higher intelligence scores than veterans of the First World 
War. The many excellent studies made on samples of the entire 
population are therefore criticized for drawing certain conclusions. 
Sampling the population will show more schooling in younger than 
in older persons, and higher I. Q.’s with increase of schooling; therefore 
the many studies which show a gradually decreasing score for older 
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persons cannot be used to predict what will happen to our present 
group of younger persons as they grow older. Only longitudinal 
studies will bring the correct answer. In order to plot the correct 
curve or decline of intellectual capacity, the same person must be 
studied from 20 to 80. Since such a study would take 60 years. to 
complete, we can see why we do not have any reports of this character. 
However, the few interesting studies that have been made suggest 
that our accepted standard of decline of intellectual capacities is not 
valid. But all these studies, so far as I know, concern persons of 
superior intelligence. Therefore this may be what happens only in a 
selected group and not something that is universal. 

One very interesting paper is that of Age and Mental Abilities: A 
Longitudinal Study, by William A. Owens, Jr., appearing in the 
Genetic Psychology Monographs for 1953. This study is longitudinal 
in that 127 men who had been given the Army Alpha form 6 test as 
an entrance test at Iowa State College in January 1919, had this test 
repeated 30 years later. The author concludes: (1) There were signifi- 
cant increases in score on the practical judgment, synonym-antonym, 
disarranged sentences, and information subtests. (2) There was a 
significant increase in the total Alpha score. (3) There was no signif- 
icant decrease in score on any subtest. With respect to the effects 
of the given age increment upon individual differences and trait 
differences it was noted that trait differences remained remarkably 
constant, but there were some significant decreases and increases in 
special subtests. 

Bayley and Oden reported recently on the testing of 1,103 adults 
who were last tested 12 years ago. Of this number, 768 have been 
followed since their selection in 1921 to 1923 as part of the Terman 
study of intellectually gifted children, and the other 355 are spouses 
of these persons. Results of the later test show that the type of 
intelligence tested by the Concept Mastery Scale has continued to 
increase through age 50. These tests do not measure speed, nor do 
they cover the later ages at which real senescent losses in intellectual 
functions may appear. 

The tests show, specifically, that this type of knowledge and ability 
improves in superior adults from age 20 to age 50; that the improve- 
ment, although about equal for all levels of occupation represented, 
occurs to a greater extent among the middle occupational classes; 
and that the higher scoring groups show the greater gains on the retest. 
In both mean scores and gains in scores, the rank order is (1) gifted 
study men; (2) gifted study women; (3) husbands of subjects; and 
(4) wives of subjects. The general tendency for increased scores in 
the most highly intelligent persons is cut off at the top by a ceiling; 
it is therefore impossible to say whether, with more top, these persons 
would have gained in score or whether they had already reached their 
upper limit. 

The authors recommend that intellectual changes after 50 should 
be similarly investigated, and predict ‘‘that there will be great indi- 
vidual differences in the age of onset of senescent decline.” 

From such studies, we may conclude that, leaving out possible 
decline due to decrease of speed, the measured intelligence of persons 
of superior intelligence increases rather than decreases from 20 to 50, 
This great difference in scoring obtained by these longitudinal studies 
from scoring obtained by sampling the entire population at various 
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age levels suggests that we may have to revamp our whole concept of 
what happens in the three decades from 20 to 50. Only when we get 
further longitudinal studies going beyond the age of 50 will we be in 
a position to question present findings regarding deterioration after 


50. 
USE OF QUALIFIED OLDER WORKERS 


Although certain facts have been established regarding the intellec- 
tual and emotional changes in later life, the great individual differences. 
in personality, rate of brain atrophy, and rate of intellectual decline. 
make it difficult to generalize. We have not yet been able to differ- 
entiate clearly the changes that are a part of the normal aging process. 
from those that are the results of specific physiologic, psychologic, and 
cultural factors. Until we understand this process better, our technics 
for treatment and for prevention will not develop very far. 

Good evidence from longitudinal studies shows that persons of 
superior intelligence increase in their intellectual capacities until the 
age of 50; but there is a lack of studies to show what will happen to. 
these same persons after 50. 

We are spending large sums of money to retrain the handicapped 
so that they can be again fully employed, but are doing nothing about 
our largest group of handicapped individuals—those who are being. 
retired at ages 60 to 70. There is strong evidence that many of these 
individuals are better fitted for certain types of work than are younger 
persons. A large percentage of those being retired do not desire it, 
and such retirement is damaging physically and mentally. 

At the present time, the oldest United States Senator is Theodore. 
F. Green, of Rhode Island, who is 88. Senator George, a leading 
Democratic member of the Senate, is 77. The Congressional Quar-.- 
terly Almanac for 1954 gave 3 members of the House of Representa- 
tives as 79, so that they are now at least 80 years of age. Speaker Sam 
Rayburn was 74 on January 6, 1956. Members of the United States. 
Supreme Court are considerably younger than at the time when 
President Roosevelt spoke of “9 old men,” but 1 judge is 73 and 
another is 71. Oliver Wendell Holmes died while still a member of 
the Supreme Court at the age of 91. 

The executive branch of our National Government has never- 
approached the extreme ages recorded in both the legislative and 
the judicial branches. The oldest age recorded was for Presidents. 
Jackson and Buchanan, each of whom was within a few days of his. 
70th birthday at the close of his term. It is interesting to note that 
if Dwight Eisenhower is reelected he will be 70 years, 3 months, and 
6 days old when he finishes his second term, thus making him the 
first President of the United States to reach 70 years of age while in 
office. There are no legal restrictions against electing a President 
ee of Congress or appointing a Federal judge because of 
old age. 

I would like to raise this question: If it is sound policy for industry 
to retire persons at 65 and for Federal and State Governments to 
retire employees by at least age 70, how can we justify having no 
retirement rules for the persons holding the most important positions - 
in the country—in the executive, legislative, and judicial branches 
of the Government? Here is an inconsistency which might well be 
investigated. Hither a lot of men in industry and Government are- 
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retired earlier than is necessary or desirable, or else a lot of legislators 
and judges are being kept on too long. The only group of persons 
who are not subject to retirement, outside of those already mentioned, 
are certain professional persons and some self-employed persons 
such as farmers and housewives. It seems probable that premature 
retirement causes an annual loss of output in industry of over 5 billion 
dollars. Shyrock estimates that by 1960, if present retirement policy 
continues, 1,000 economically active persons from 20 to 64 will be 
supporting between 165 and 169 dependent persons aged 65 or over. 
According to a recent report, of those who retire from their jobs at 
65, over 56 percent are forced to do so and only 9 percent retire 
because they want the leisure time. 

We do not know yet whether the mental disorders in old age, pre- 
‘sumably caused by cerebral arteriosclerosis or by senile changes in 
the brain, are inevitable or whether they can be prevented or at least 
‘modified. We do know that there is no satisfactory correlation 
between severity of mental symptoms and the amount or location 
-of brain changes and arterial changes. We are developing a more 
optimistic view about treating these mental disorders of old age. 
Many of them seem to be the reactions of somewhat handicapped 
‘persons to situations in life and thus may be open to modification. 
In other words, they are not explained by the simple changes of old 
age, 

I would, therefore, like to sound an optimistic note and to make a 
‘plea for doing more for aging persons, many of whom can be employed 
with very little effort. Probably at least 10 to 20 percent of those 
who are being forcibly retired are persons of superior capacities who 
will perform better than the average. From the standpoint of mental 
hygiene, I also wish to emphasize the harmful effects of forcing retire- 
ment on persons who wish to continue active work and who can con- 
tribute something to society by their efforts. From the psychiatric 
standpoint, the whole field of geriatrics is in its infancy. Much more 
research is needed, but with our present knowledge it is possible to 
do a great deal. 


THe Merpicat Care oF THE DEBILITATED, HospiraLizeD AGED 


Freddy Homburger, M. D., Boston, Mass.! 


Those physicians who maintain an aggressive therapeutic attitude toward 
disability in the chronically wl and aged are able to accomplish much 
with the means at hand. They can rehabilitate many given up as 
incurable, palliate the discomfort of those who cannot be cured, and 
uncover many new areas of needed research 


The care of the debilitated, hospitalized, elderly patient constitutes 
one of the most neglected aspects of modern medicine. In the long 
run, the best attack on the problem would be through preventive 
geriatrics, which begins quite early in life. This would be the most 
productive approach and should make the problem easier for the 
physician of the future. However, the immediate problem is here for 
us to tackle, and unfortunately little factual information on the subject 
is available. 


1 Freddy Homburger is research professor of medicine, ‘Tufts University School of Medicine, Boston, 
ass. 
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OLD AGE AND CHRONIC ILLNESS 


In the first place, gerontologists disagree as to the importance of 
chronic disease in the aged. Monroe (1), in criticizing a recent book. 
on the care of the aged and chronically ill, objected to the emphasis: 
on chronic illness in the aged. He stated that, “It is improper to: 
equate aging with chronic disease or with invalidism * * *.’”’ In his: 
belief, ‘greater numbers of aging people are much healthier than their 
predecessors”’ and ‘‘most persons preserve a fairly healthy equilibrium. 
most of the time.” Yet, in his monograph on diseases in old age, the: 
same authority propounds that.‘“freedom from disease on the part of. 
old people means, for the most part, undiscovered disease’”’ (2) and. 
that 22 percent of old people [in his series] because of bodily disease,. 
‘were unable to maintain their grip on normal personality.”’ Also:. 
“The growing burden upon a hospital imposed by sickness in old age: 
is shown by the fact that, in 1913, 1 in every 16 admissions to this: 
medical service [Peter Bent Brigham Hospital] was an individual over: 
61, while in 1943, 1 in every 5 admissions was over 61. ‘This is an. 
increase of 200 percent in 30 years * * *.” 

In part, such confusion arises from the fact that these various dis-- 
cussions deal with different populations. Thus, it may be true that 
only 5 percent of the population over 65 is institutionalized because: 
of chronic illness. Yet it is equally true that around 20 percent of a: 
population over 65, hospitalized for any number of reasons, has dis- 
abling illnesses which alter personalities. Workers in hospitals for 
the chronically ill seldom encounter any patient over 65 who does not 
have diseases other than the one primarily responsible for hospitaliza- 
tion, which are partly responsible for his chronic invalidism. 

For example, let us look at osteoporosis. In a random survey of 
the population of a chronic disease hospital (3), 30 percent of the 
women and 20 percent of the men had radiologic evidence of asymp- 
tomatic vertebral fractures from osteoporosis. In Monroe’s hos- 
pitalized population over 61 (2), 22 cases, or a fraction of 1 percent, 
had the diagnosis of osteoporosis mentioned, although some of the 17 
cases of ‘osteomalacia’? may have been osteoporotic. Likewise, in 
the entire population of those 65 and over, diagnosis of osteoporosis is: 
seldom made. In my opinion, it is far more often overlooked even. 
when present. It has been claimed that demineralization of bones in 
persons over 60 years is frequently reported by roentgenologists, but 
that its relation to disease or malnutrition or the menopause or indeed 
to any symptoms is infrequent (1). In part, such statements are con- 
tradictory, since demineralization of bone in women after 60 would by 
definition be related to menopause, although not necessarily in a cause 
and effect relationship. 

All too many women are told they must put up with aches and pains 
when a simple hormonal regimen could make them far more com- 
fortable. The pains and complaints from osteoporosis may be present 
long before demineralization of bone becomes visible on X-ray examina- 
tion (4), and only a therapeutic trial with bone anabolic androgens, 
estrogens, or both can reveal the true nature of the disorder. 
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TaBLEeE 1.—WNecropsy findings compared with clinical discharge diagnoses in 73 
patients over 65 } 


Number of | Number of 
times made | times found 


Diagnoses by clinicians | by patholo- 
at time of gist at 
death necropsy 
SPRUIPUITGR nine OCUION Sn! SS ak teeta e ee ee soe ik tyes oe ol ok ie SD 19 54 
(OEIC Paes (es Bt OLE AR SPE Ola? SERS ONE e cc he Pa nee er eens © ote eee, 64 53 


Win aivelteCtlOnuSe es! wee tke hes te UN ee ee be a ee ee 8 
@axrdiovasculancdnseisee meeten noe ene ce ee ee ee Rr ee I7f 
C@HOWCYStIEIS= Se ae See EOS ACE eG Oy ce A Pee ee ESE AD. 2 0 11 
Cerebrovascular accidents 9 
Hepatic disease 0 
PRINCES GI gO LAS ETAT GEM 1 tee oes ee ce ee IY ie ae ete se ete 1 
Gastric ulcer 1 


1 Note the discrepancies, especially with respect to urinary and pulmonary infections, which often escape 
the attention of the clinicians. 


LACK OF EXACT INFORMATION 


All of this merely demonstrates that we do not know the exact in- 
cidence of some of the common disabilities of the aged. Our own 
experience leads us to agree with Kretchmer (5) that “the problem of 
caring for the chronically ill patient is intimately associated with the 
care of the aged and aging.”’ 

In practice, it is difficult or impossible to know exactly which dis- 
eases and complications of diseases exist in our aged and debilitated 
hospital population. With advancing age, there are encountered an 
increasing number of pathologic changes, most of which are hard to 
detect. This is borne out by our experience comparing discharge 
diagnoses in 73 patients over 65 with the necropsy diagnoses, as shown 
in table 1. The extensive and thorough studies of Mueller-Deham 
(6, 7) further support his conclusion that ‘morbidity and mortality 
statistics are unsatisfactory for the higher age groups. Deaths from 
cardiovascular disease are overestimated; those due to infections are 
underestimated. Reliable data can be based only on autopsy find- 
ings.” 

. MODERN NEGLECT 


It is generally unrecognized and seldom admitted that in most hos- 
pitals for the aged and chronically ill there are not enough physicians 
to investigate all patients as thoroughly as should be done, that our 
medical information on our charges is rudimentary, and that the valid- 
ity of the observations recorded on the patients’ charts is largely 
illusory. There are many so-called hospitals for the chronically ill 
which have no full-time physicians or, in the more fortunate cases, 
have only a rudimentary house staff. The members of the visiting 
staff breeze in and out, taking care of emergencies as best they can. 
Only a few exceptional institutions concentrating on the care of the 
chronically ill have teaching or research affiliations with medical 
schools. More often than not, these are purely nominal, and, where 
they are real, the benefits of such associations trickle down to only a 
fraction of the inmates since the research and teaching staffs can 
obviously not take care of everybody. Hf the medical picture is 
glum for the chronic disease hospital, it is far blacker for the many 
nursing homes, almshouses, and convalescent homes. 
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This problem is not confined to the United States but is worldwide. 
In 1947, Howell wrote of the situation in England: 


In this country there are thousands of people who have 
been doomed to imprisonment for life. They have com- 
mitted no crime, yet there is no one to whom they can appeal 
against their sentence. Why? Because it was pronounced 
by a doctor, and not by a judge in his court. These prisoners 
are known as the chronic sick. Some are imprisoned in their 
own homes, whilst others may be found in the ‘‘chronic”’ 
hospitals, whose gates might aptly be emblazoned with the 
motto: ‘Abandon hope, all ye who enter here.’’ How often 
is this confinement necessary? Why do medical men adopt 
this attitude of therapeutic despair? (8) 


DEFEATIST ATTITUDE AND THERAPEUTIC IMPOTENCY 


Whether we like it or not, at the very time that medicine makes 
tremendous strides in other fields, we treat many of our disabled aged 
not much better and perhaps less charitably than the Eskimo who 
exposes the debilitated toothless ancestor on the polar ice to die. (9) 

The reason for this defeatist attitude is that in the past we were 
quite unable to do anything about most of the ills of the aged and 
this brought forth professional pessimism, which has persisted long 
after the cause for pessimism has disappeared. 

There is such a thing as unwarranted therapeutic enthusiasm, but 
there can also be unjustifiable procrastination for the sake of primum 
non nocere—in effect, doing harm through inertia and through fear 
of undesirable side effects. If we were always as cautious as some 
wish us to be, we would not use many lifesaving drugs, for fear that 
they might be dangerous. This goes for insulin, all synthetic hor- 
mones, many antibiotics, glucosides, alkaloids, vaccines, and sulfa 
drugs (10). 

It used to lack glamour to care for most diseases common in the aged, 
for little could be done that was of more than palliative value. As an 
example, let us consider the management of hypertension, a common 
disorder in people over 60. More than half of such a population will 
show blood pressure readings above 140 millimeters hemoglobin 
systolic and 90 millimeters hemoglobin diastolic. With increasing age, 
the incidence of such levels also increases and what is often called 
hypertension may actually be the normal pressure at these ages. 
But when we consider those with unquestionably pathologic hyper- 
tension what complete therapeutic impotence prevailed in this disease 
as late as 5 years ago, when Monroe wrote: 


Hypertension cannot be treated directly in old people. 
Whatever the merits of sympathectomy, all physicians agree 
that it is not advisable for persons over 61. Restriction of 
salt has long been proved useless. The rice diet is one that is 
dangerously low in protein; it cannot be tolerated by old 
people, who are very susceptible to malnutrition and to 
demineralization of bone. The habit of prescribing small 
doses of sedatives daily is to be condemned. They do not 
reduce the blood pressure, and they almost invariably depress 
the oldster. He is already alarmed by his age and by the 
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disabilities that threaten his competence and_ security. 
Sedatives cast a chemical cloud of confusion over his perform- 
ance, making it still more difficult to command his situation; his 
fatigue, agitation, and blood pressure increase. The best 
treatment is to prescribe adequate rest, to insist upon reason- 
able exercise, particularly some r elaxing sport such as bowling 
or dancing, to praise a diet that is normal in every respect, 
and then to search imaginatively for the solution of, or adjust- 
ment to, the psychic or somatic difficulties that are surely 
present (2). 
NEW DRUGS AND NEW THERAPY 


Although we may take exception to some of these statements, they 
nevertheless reflect the attitude of some physicians as recently as 5 
years ago. Then, what was there to stimulate the mind of a curious 
medical student bent on doing something for his hypertensive patients? 
What could one honestly say to afflicted patients without admitting 
the inability to alter the course of their disease? And why should a 
man about to choose his life’s career become involved in such a hope- 
less proposition? Then suddenly, drugs were found which, for the 
first time, make it possible to control hypertension (11). Some of 
these drugs are not without danger, but others appear, less toxic, more 
effective. 

Now, for the first time, we perceive a dent in the armor of this 
disease. Not only has it become possible to treat more effectively 
patients with various types of hypertension but the problem can be 
studied from a new angle. Meanwhile, fundamental information on 
atheromatosis, one of the major causes of hypertension, is accumulat- 
ing (12). Gofman’s studies on lipoproteins, Barr’s work on the 
estrogenic effects upon serum lipids (12), Lever’s observations on 
changes in serum cholesterol following injections of Stare’s fat emul- 
sions (13), all foreshadow a pattern of information from which may 
spring the eventual solution of this problem of degenerative vascular 
disease. 

This should call forth great enthusiasm and interest in the therapy 
of hypertension and arteriosclerosis. It should cause clinical investi- 
gators to turn their attention toward the hospitals for the aged and 
chronically ill where the ideal clinical material for such studies resides. 
It should awaken the medical schools from their lethargy with respect 
to such institutions, for there can be found opportunities for teaching 
and research in this new field. 


WHAT ARE TODAY’S PROBLEMS? 


While such advances are taking place, medicine will no doubt change 
its thinking regarding the care of the hospitalized, debilitated aged. 
The staffs of our institutions will improve and more adequate research 
facilities will be created. Meanwhile we must from day to day face up 
to our problems and try to do what we can with the means at hand. 


Disease incidence in a general hospital population 


Monroe’s tabulation of diseases in an over-60 hospital population (2) 
gives an idea of the general medical situation to be expected in such a 
population. 
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First, there was a general decline with age of visual and auditory 
acuity. Twenty-six percent of the patients from 61 to 65 had impaired 
hearing. Only 20 percent of those up to 65 and only 10 percent of 
those over 80 retained good teeth. One-third of the men and one-half 
of the women were edentulous. 

Less than half of the patients, 41 percent, were considered normal 
mentally. Twenty-two percent had mental deterioration from illness 
outside of the central nervous system; 15.4 percent had cerebral 
arteriosclerosis; and 2.6 percent had senile dementia. The other 
mental illnesses included psychoneuroses, reactive depressions, and 
psychoses. Hemiplegias occurred in 6 percent and minor, transitory 
palsies were found in about the same number. About 1 in 100 patients 
had paralysis agitans. As stated before, hypertension was very com- 
mon. Heart disease was found even more frequently, with only 44.6 
percent of the patients clinically free of it and about one-half of these 
showing cardiac pathology at autopsy. More than 10 percent of the 
patients had coronary occlusions. Diseases of the respiratory tract 
were of minor importance. 

Tuberculosis was present in less than 5 percent. Miliary tuber- 
culosis was a cause of death in 22 patients. Gastrointestinal diseases 
were relatively frequent. Peptic ulcers were found in 8.7 percent of 
men and 4.4 percent of women. There were 16 cases of cancer of the 
stomach. Hemorrhage was a complication in one-third of patients 
with peptic ulcers. Obstruction occurred in 12 percent of patients and 
perforation in 6 percent. Gallstones were found in 7.1 percent of men 
and in 18.5 percent of women. However, only about 15 percent of 
patients with cholelithiasis experienced symptoms referable to their 
stones. Cirrhosis of the liver was found in less than 2 percent. 
Diverticula were found in about 4 percent, mostly in the colon. 
“Nervous indigestion” was present in about the same number. 

Fifteen percent of the men and 2 percent of the women had hernias. 
Pyelonephritis was found in about 3 percent and cystitis in 4 percent. 
‘Urinary calculi were present in slightly less than 1 percent. Nearly 
one-half of the men had hypertrophy of the prostate and nearly 3 per- 
cent had prostatic cancer. Of the women, 4.4 percent had relaxed 
pelvic floors. 

Pernicious anemia occurred in over 4 percent and secondary 
hypochromic anemia in 13 percent. Diabetes mellitus was present in 
about 10 percent. Syphilis was found in about 5 percent. Malnutri- 
tion, as judged by weight below normal standards, occurred in 30 
percent of the men and 20 percent of the women. 

Nearly all patients had hypertrophic arthritic changes and about 
1 percent had malum coxae senilis. Atrophic arthritis occurred in 
about 2 percent and gout in 0.5 percent of the men. Osteitis deformans 
was found in about 1 percent and osteoporosis in one-third of 1 percent. 

Cancer was present in 14 percent, but autopsy incidence of cancer 
was nearly twice that high—24.8 percent. Anemia of these cancer 
patients was mostly due to blood loss. 

‘This, in summary, is the medical picture for patients over 60 who, 
for one reason or another, are admitted to the medical service of a 
general hospital. The picture in a chronic disease hospital is a vastly 
different one and the incidence of various diseases among the pre- 
sumably healthy general population over 60 is still another matter. 
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Inerdence of disease in a hospital for chronic illness 


In a survey made in England on 788 hospitalized patients with 
chronic disease, Affleck (14) noted chronic sickness in 22.4 percent of 
men and in 19.4 percent of women under 65, as compared with 77.6 
percent of men and 81.8 percent of women past 65. Their functional 
disabilities in decreasing order of frequency were difficulties of locomo- 
tion, 663 patients; incontinence of urine, feces, or both, 188 patients; 
poor hearing, 108; difficulties of speech, 85; difficulties in feeding 
themselves, 70; blindness or poor sight, 69; and convulsions, 36 
patients. 

Our own experience is illustrated in table 2. This is a listing of the 
major admission diagnoses made on 286 patients over 65 during 1955. 


TaBLE 2.—Admission diagnoses of patients over 65 admitted to the Holy Ghost 
Hospital, Cambridge, Mass., during 1955 (400 admission diagnoses in 286 
patients) 
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In the chronic disease hospital, the patient’s general condition is far 
poorer than in the Brigham Hospital series. In part, this is because 
of the different age distribution, which in the chronic disease hospital 
is skewed toward the higher age brackets. In part, it is the result of a 
prevalence of more advanced disease among such patients. Thus, the 
cancer group accounts for a much higher proportion of these patients. 
Their neoplastic disease is usually far advanced, and, surprisingly, 
cancer patients in the chronic disease hospital, because of earlier 
death, have a shorter average length of hospitalization (93 days) than 
do patients with other diseases (2% years). Their anemia, which 
complicates more than half of these cases, is predominantly of a 
myelotoxic type and blood loss anemias are rare as are hemolytic 
anemias (15). 

Osteoporosis is a prevalent disease, confirmed by clear-cut X-ray 
studies in about one-third of the cases and probably present in nearly 
all subjects, as are degenerative joint changes; but, as may be seen 
from tables 1 and 2, these conditions are rarely mentioned in the 
records. 

While specific vitamin deficiencies are rare, general malnutrition is 
common. ‘This is evidenced not only by subnormal body weights but 
also by hypoproteinemia and especially hypoalbuminemia, as shown 
by our studies on electrophoretic plasma protein patterns in about 
2,000 patients. Hypoalbuminemia was not correlated with age, sex, 
or any particular diseases but was more severe in all bedridden patients 
than in those who were even partly ambulatory. It was especially 
pronounced among the inmates of a Jewish hospital where kosher 
meats were used. Meat prepared according to these orthodox rites 
has a higher water content and therefore less protein than meat ob- 
tained from nonkosher sources. If the patients are given presumably 
adequate amounts of proteins as calculated from conventional food 
charts, they actually receive a diet low in proteins. 
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Peripheral vascular disease is very common and is often complicated 
by diabetes. Hemiplegias are frequent and, next to cancer, one of the 
most serious problems. | 

Urinary infections, incontinence, and prostatism are extremely prev- 
alent among the men. Although many of the urinary infections are 
latent, they flare up quickly at the slightest aggravation of the general 
condition. Completely normal urine sediments are rarely seen. Gas- 
trointestinal disorders are common. ‘The more serious of these are 
the intestinal obstructions which often terminate the development of 
gastrointestinal cancers. Far more frequent, however, are irregulari- 
ties of bowel function, since most bedridden patients are constipated 
and suffer from fecal impactions if not properly cared for, and others 
are incontinent of feces for various reasons. Minor epidemics of 
diarrhea occur frequently, despite attention to food hygiene and 
special preventive measures. | 

The fact that such outbreaks are limited to the inmates and do not. 
affect the hospital personnel seems to indicate that the elderly debil- 
itated are more susceptible to enteritides than are their healthy and 
younger attendants. Disorders of the skin complicate the course of 
many chronic illnesses. These range from minor rashes to the develop- 
ment of large intractable bedsores and decubital ulcers in areas 
exposed to pressure. Even the most attentive preventive nursing 
care cannot eliminate bedsores. It is an unexplained phenomenon 
that some patients who are bedridden for long periods never develop: 
this complication, while others, whose nutritional status and general 
condition appear no different and who receive identical nursing atten- 
tion, will suddenly develop decubital ulcers after shorter periods. 
The physiologic pathology of the skin in the debilitated aged is: 
obviously poorly understood and would be a fruitful subject for 
intensive study. 

Table 3 shows the complications as they existed this week in 149 of 
our patients over 65. 


MENTAL ILLNESS IN A CHRONIC DISEASE HOSPITAL 


The mental picture of the inmates of the chronic disease hospital 
is poor. There are, of course, many cases of varying degrees of senility, 
although frank psychoses are rare since psychotic patients are not 
admitted. Personality evaluations performed by the Rorschach tech- 
nic ' on 79 of our most alert patients showed 9 classified as normal; 
42 as presenile, including 22 deteriorated; 24 as senile; with 4 listed 
as uncooperative. 

Few of our inmates are in a well-adjusted, serene mood and many 
are apprehensive about their condition, restless, and cranky, while 
others are depressed, apathetic, and pessimistic. Many are suspicious, 
resentful of the lack of attention on the part of their families, and 
generally unhappy. This is the general medical picture that confronts 
those of us who are taking care of chronically ill, debilitated aged. 
What can be done to help them live out their life span in relative 
physical comfort and mental equilibrium? 

1 The Rorschach tests were performed and interpreted by Dr. L. B. Ames, research director of the Geselt 


Institute for Child Development, New Haven, Conn., who has described her experience with this person- 
ality evaluation in the aged in the book, Rorschach Responses in Old Age (16). 
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CONSTRUCTIVE THERAPY FOR THE DEBILITATED, HOSPITALIZED AGED 


Some of the ways and means for coping with these problems are 
discussed at length in my book, on The Medical Care of the Aged and 
Chronically Ill (17), and I should like merely to review some of the 
seemingly minor but very important therapeutic measures that may 
be of help. 


TaBLE 3.—Complications in 149 patients over 65 at the Holy Ghost Hospital, 
Cambridge, Mass., Jan. 10, 1956 
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Selection of patients 


First of all, patients should be carefully selected for admission to a 

chronic disease hospital, care being taken not to admit frankly 
psychotic patients who belong in mental institutions. However, it 
is equally important not to refuse admission to patients who may be 
temporarily mentally deranged because of their poor general con- 
dition, which may be improved with appropriate care (18). 
- The worst sin, which is committed every day in many nursing 
homes and hospitals, is to consider some of the extremely debilitated 
individuals as purely ‘‘terminal care’’ problems or subjects for ‘‘cus- 
todial’”’ care. A few years ago, these were perfectly justifiable terms 
applicable, for instance, to the malnourished hemiplegic who ended 
up at the chronic disease hospital after months in bed at home, 
perhaps arriving semicomatose, with bronchopneumonia and with 
bedsores. The majority of such patients died after a few days of 
“terminal” care and those who survived miraculously, remained 
hospitalized custodial cases for the rest of their lives. 


New approach in therapeutic management 


Today we accept such patients for aggressive management and 
rehabilitation. They must usually be cleaned; their hydration and 
electrolyte balance is restored to normal by appropriate measures 
and under laboratory control; infections are treated vigorously; and 
the nutritional status is evaluated and corrected by dietary measures, 
transfusions, protein supplements, and so on. The mental and 
physical status is then evaluated and rehabilitation, physiotherapy, 
and occupational therapy are instituted as soon as possible. The 
majority of these patients leave the hospital after a few months, 
come back regularly to continue their conditioning exercises, and 
some have even returned to gainful work. This type of result can 
also be obtained in many arthritic patients, even in those whom 
more conservative institutions have declared hopelessly crippled. 
By a skillful combination of hormonal therapy, local infiltration of 
joints and tendons with hydrocortisone, physiotherapy, and rehabili- 
tative training, many of these abandoned prisoners of their joints 
are freed and restored to useful lives. 

Terminal or custodial care—indeed. 
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The terms should be abolished or reserved strictly for those who 
cannot be helped by any means available in the modern medical 
armamentarium. Unfortunately, the physicians who attend the vast 
majority of these patients when they are first stricken do not seem 
to be aware of the benefits that can result from modern rehabilita- 
tion. They consider them to be candidates for custodial care and do 
not realize the efforts being made by the more progressive chronic 
disease hospitals for the rehabilitation of these patients. : 


New concept of rehabilitation - 

Those patients who cannot be restored to any degree of independent 
physical activity must be made as comfortable as possible. This not 
only requires attention to the technical details of nursing care, but it 
demands that any medical condition that can be corrected be treated 
effectively and adequately. 

Even though a patient with a metastasizing cancer may die within a 
short time, this does not justify therapeutic nihilism if he suffers from 
a urinary infection which causes pain, tenesmus, chills, aad fever. 
Such a patient must receive competent treatment, with antibiotics, 
sulfa drugs, mandelic acid, or whatever is indicated. He may have 
to be placed on constant drainage and, when this is necessary, only 
the best available closed drainage system is good enough and will 
prevent superinfection. If there is trouble from a neurogenic bladder, 
tidal drainage should be used. | 

Patients with gastrointestinal difficulties must be thoroughly in- 
vestigated, regardless of the hopelessness of their general condition. 
Sometimes a vicious circle of one condition aggravating the other may 
be broken by curing the minor ailment. | 

There is no excuse for permitting a patient to be plagued by con- 
tinuous nausea and vomiting. If there is a mechanical obstruction, it 
may be relieved by surgery or palliated by appropriate intubation to 
relieve the pressure. If the nausea is of central nervous system 
origin, a number of drugs should be tried to relieve it. 

Some of the difficulties of chronically ill patieats may be iatrogenic, 
brought about by extended therapy. Electrolyte disturbances in the 
wake of hormone therapy, such as hypokalemia with adrenal or 
adrenotropic hormones or hypercalcemia with androgenic therapy, 
must be recognized and corrected. 

Sodium chloride losses caused by excessive sweating or by the loss. 
of hydrochloric acid during prolonged gastric aspiration also require 
corrective measures. 

Malnutrition is one of the most difficult problems encountered in 
the chronically ill. Sometimes senile dementia is its root, at other 
times loneliness or neglect by the family. Dietary fears and fads 
result in malnutrition. We have found that many cancer patients 
admitted to the Holy Ghost Hospital gain weight during the first 
few weeks of hospitalization. This may be explained by a variety 
of factors. The nurses are solicitous and attentive to dietary wishes; 
the food is good and served in an appetizing way; and the surroundings. 
are pleasant. Spiritual needs are catered to; pains and discomforts are 
skillfully palliated. All of these factors contribute toward better 
nutrition and are effective enough.to bring about temporary weight. 
gains even in the stubborn malnutrition of neoplastic disease. | 
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Sometimes physical defects lead to malnutrition. Most often over- 
looked are poor teeth, lack or deficiencies of dentures, deficiencies of 
digestive functions, or simply lack of appetite. There are a great 
many simple measures which may aid in overcoming these difficulties. 
Good dental care should be provided. Small doses of insulin some- 
times stimulate appetite; a little hydrochloric acid and certain diges- 
tive-enzyme preparations may be effective. In depressed patients, 
small doses of benzedrine or meratran may help and, in certain situa- 
tions, the appetite-stimulating effects of cortisone are useful. Protein 
anabolic hormones—androgens, estrogens, or both—may improve the 
nutritional status and, in the hypothyroid aged, thyroid may improve 
appetite and bowel function. 


Mental outlook 


The mental outlook of the debilitated aged is important for the 
patient, for his family, and for the prevailing hospital atmosphere. 
We can hardly expect these tortured patients to be cheerful. Yet, a 
great deal can be done to help them to adjust to their plight. It is 
often said that one must care for the patient as a whole and not merely 
consider him as the carrier of a disease. In these cases, the contrary 
is sometimes true. One may improve the patients with chronic dis- 
ease as a whole by treating all their infirmities. Regardless of the 
course of their major disease, patients will become worse mentally if 
trivial matters are allowed to annoy them. If they are wet because 
of incontinence; if they itch with skin irritations; if they are wretched 
with nausea, uncomfortable with constipation, tired from sleepless 
nights; if they are worried from minor aches and pains of joint disease 
or unrecognized osteoporosis; if their food lies heavily on their stom- 
achs; or if they are dizzy from hypertension, how can they be reason- 
ably well adjusted, no matter what is done for the psyche? It is 
wrong to give useless pills and to ignore the patient’s anxieties and 
conflicts. Yet, it is equally wrong to concentrate on psychiatric 
advice and therapy and to overlook the minor physical deficiencies, 
the sum of which may render a person most wretched and miserable. 

The physician who cares for such patients must keep in mind the 
multiplicity of their diseases and take care of all of them as they arise. 
Better than that, he must anticipate some of these and attempt to 
prevent them. 


Psychotherapy 


When all this has been done, we may then go to work with psycho- 
therapy. In this we are aided by those fascinating agents, many of 
them new, which influence the moods and emotions—the sedatives, 
the stimulants, the tranquilizers. Much of this therapy is still in an 
experimental stage, yet it is already clear that some of these agents 
are useful tools in the care of the chronically ill and the debilitated 
aged. 

CONCLUSIONS 


At the present time, we do not know with any degree of statistical 
accuracy which disorders to expect among our aged patients. Except 
for cardiovascular disease and mental deterioration which occur in 
nearly all those who live long enough, the pathologic picture varies 
greatly with the type of population studied. This ignorance of the 
basic pathology of old age renders difficult the practice of preventive 
geriatrics. 
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Therapeutic geriatrics is hampered by a pessimistic attitude and 
exaggerated cautiousness based on the therapeutic impotence of the 
past. This attitude delays the application of medical discoveries. to 
the aged who are chronically ill. It causes the care of the aged to be 
considered an uninteresting field which is shunned by the new genera- 
tion of physicians and neglected by the medical schools. It accounts 
for the poor quality of medicine in some of our chronic disease hospitals. 

Those who oppose this professional skepticism and advocate an 
ageressive therapeutic attitude toward. the chronically ill and aged 
are able to accomplish much with the means at hand. ‘They can 
rehabilitate many who have been given up as incurable and palliate 
the discomforts of those who cannot be cured. In the course of their 
work, they can uncover many areas for new researches that need to 
be conducted. While they may be looked upon by some conventional 
minds as working on the fringes of medicine, they are in reality 
pioneering on the very frontiers of our art.—From the cancer research 
and cancer control unit, department of surgery, Tufts University 
School of Medicine, and the Cancer Research Laboratories of the 
Holy Ghost Hospital, Cambridge, Mass. 
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18. A REVIEW OF ILLNESS FROM CHRONIC DISEASE AND 
ITS VARIATION WITH AGE, SEX, AND SEASON, WITH 
SOME TRENDS! 


Selwyn D. Collins, Ph. D., Washington, D. C. 
INTRODUCTION 


Although the death rate from all causes in the United States has 
been decreasing for many years, the mortality from some of the most 
important chronic killers has continued to rise. Among the latter are 
heart diseases, particularly the arteriosclerotic type, malignant neo- 
plasm, and even a few diseases such as diabetes mellitus for which 
good control methods are available. 

On the other hand, some of the less frequent chronic and related 
diseases are largely or partially under control by prevention or the use 
of antibiotics and other drugs to avoid serious outcome such as perma- 
nent impairment or death. But in general the noninfectious chronic 
diseases have yielded more slowly to control measures than the many 
infectious diseases such as tuberculosis, syphilis, the common diseases 
of childhood, pneumonia, typhoid, typhus, and others. 

The important development of antibiotics and new drugs, and the 
marked improvement in the general level of living in the past half 
century, have accelerated the downward trend of the death rates from 
both acute and chronic infections and some other diseases, but have 
not yet succeeded in suppressing the great noninfectious chronic de- 
generative diseases. However, sufficient progress has been made in 
the control of many serious chronic diseases to change the attitude of 
researchers from despair to hope (1). ACTH and cortisone have 
been useful in rheumatoid arthritis and a considerable number of other 
diseases. Here, as in other newly developed drugs, there have been 
minor and sometimes serious side effects in the early use of the new 
therapeutic agents. A great many other developments in the various 
‘“wonder drugs” have taken place; the intention here is merely to indi- 
cate that their application to the infectious diseases has thus far been 
more successful than in the field of the noninfectious diseases. 


CHARACTERISTICS OF THE TOTAL CASELOAD OF CHRONIC AND ACUTE 
; ILLNESS 


In the study of almost any type of data that may be undertaken, 
there are few persons so familiar with the subject that they can assess 
the magnitude, important characteristics, or other important statistical 
aspects of the problem without some related data for comparative or 
control purposes as a measuring rod to apply to the data under primary 
consideration. : 

In a study of the extent of chronic illness in the population and the 
characteristics of the chronic patients, some comparison with acute 


1 From: Journal of Chronic Diseases, vol. 1 (April 1955), pp. 41 2-441. 
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illness seems to be a necessary and logical step. In this study, com- 
parisons of chronic and acute illness of various kinds will be made 
from data by diagnosis, age, sex, and severity of the case, collected 
mainly in five periodic household canvasses. The 5 surveys covered 
more than 80,000 full-time person-years of observation. 

In the matter of severity, the total illnesses are classified as: (qa) 
Nondisabling cases, including those which caused no loss of time from 
usual activities; (b) disabling cases, which refer to those which involved 
one or more days lost from work away from home or at home, includ- 
ing housekeeping, school, or other usual activities. Bed cases con- 
stitute a subgroup of disabling cases and include those patients con- 
fined to bed at home for 1 or more days or in a hospital for 1 or 
more nights, or both. Thus the total cases amount to the sum of the 
nondisabling and disabling; all bed cases include hospital cases, and 
all disabling cases include those patients in bed at home or in a hos- 
pital or both. 

These 5 surveys included 38,544 person-years of observation for a 
group of families in 18 States who were observed 1 full 12-month 
period; 4,236 person-years for families in 18 States observed less than 
12 months; Cattaraugus County, N. Y., with 10,142 person-years; 
Syracuse, N. Y., with 6,341 person-years; and the 5-year Baltimore 
Eastern Health District illness study with 21,505 person-years of ob- 
servation. The latter three surveys were somewhat more intensive 
with special reference to chronic disease; an inventory of all persons 
with any chronic disease (nondisabling or disabling) was made at the 
beginning of these studies, and other persons with chronic diseases, 
both new and those missed in the first inventory, were added as of 
the date of entrance into the study or as of the onset of the illness if 
it was a new case. Because of this more intensive effort to record 
all chronic cases, and because days of disability and days in bed were 
not available by age and sex for all 5 surveys, some of the data on 
chronic diseases will be confined to these 3 surveys. Zhai : 

The annual total case rate in the 5 surveys was 1,060-per 1,000 
canvassed population or just over one illness per year per person. 
However, in the 3 most intensive surveys, the total annual case rate 
was 1,289 per 1,000 population, of which in 615 cases per 1,000, or 48 
percent of all recorded cases, the patient was disabled for 1 or more 
days; in 369 cases per 1,000 population, or 29 percent of all cases, the 
patient was confined to bed for 1 or more days; and in 56 cases per 
1,000 population, or 4.4 percent of all cases, the patient was confined 
to a hospital for 1 night or longer. oo . shee: 

Of the annual total of 1,289 recorded cases per 1,000 population in 
the 3 surveys, 170 per 1,000 population, or 13 percent of all cases, were 
chronic, and the other 1,119 per 1,000 population, or 87 percent of the 
total, were acute. The proportions of all chronic and of all acute 
cases that were disabling were 57 and 46 percent, respectively; of the 
chronic disabling cases, 66 percent of patients were in bed for 1 or more 
days, as compared with 59 percent of those with acute cases.. Of the 
disabling days in chronic disabling cases, 35 percent were spent in 
bed (at home or in a hospital), as compared with 33 percent. of days 
in acute cases. Of the patients with chronic disabling. cases.18 percent 
were hospitalized and spent 22 percent of their days of disability ina 
hospital, as compared with 7.4 and 7.9 percent, respectively,for-acute 
cases. Finally, of the patients with chronic bed cases 28 percent were 
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hospitalized and spent 64 percent of their bed days in a hospital, as 
compared with 13 and 24 percent, respectively, for acute cases. 
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Fiegure 1.—Annual age-specific case rates for all and for 3 severities of acute and 
chronic illness per 1,000 canvassed population—5 surveys with 80,768 full-time 
person-years of observation. 


As a preliminary step in an examination of age distribution, it seems 
worth while to compute certain statistical measures or rates for the 
group of chronic diseases as a whole and to compute corresponding 
rates for the group of acute diseases. Figure 1 is based on the five 
studies of illness (2). It is seen in this figure that the case rates for 
the two broad types of illness vary with age in entirely different ways; 
acute disabling and bed cases have their highest rates in childhood 
but after a low point around 15 to 20 years, with a slight rise there- 
after, the acute case rates tend to decline or remain approximately 
constant from roughly 30 to 75 years of age. 

In contrast, chronic case rates rise rapidly with age, particularly dis- 
abling and bed cases. Nondisabling chronic case rates do not rise as 
rapidly as those of the more severe types and actually cease to rise in 
the oldest ages, presumably because many nondisabling chronic cases 
in the earlier ages tend to become disabling in the older ages. The 
slower rise with age in nondisabling chronic cases in the older ages is 
reflected also in the total of all severities of chronic cases. 

In the study of illness in the general population which was men- 
tioned previously, (2) 103 rather specific diagnoses emerged with 
enough cases for statistical analysis. Of these 103 diagnoses, 33 (32 
percent) were composed of cases the great majority of which were 
chronic in nature. The other 70 diagnoses (68 percent) were pre- 
dominantly acute. 
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in the 3 surveys the total disabling days for chronic diseases 
amounted to 7,126 per 1,000 canvassed population, of which 2,459 or 
35 percent were bed days, and 1,562 per 1,000 population or 22 per- 
‘cent of all chronic disabling days were hospital days. Comparative 
rates for acute diseases indicate that the total acute disabling days 
amounted to 5,166 per 1,000 population, of which 1,719 or 33 percent 
were bed days, and 410 or 7.9 percent were hospital days. Thus the 
97 chronic disabling cases per 1,000 canvassed population produced 
38 percent more disabling days than the 518 acute disabling cases; 
the 64 chronic bed cases per 1,000 canvassed population produced 43 
percent more bed days than the 305 acute bed cases; finally the 18 
chronic hospital cases per 1,000 population produced 281 percent more 
hospital days than the 38 acute hospital cases. To look at the matter 
from another viewpoint, the mean days of disability per acute case 
was 10.0, of bed was 5.6 days, and of hospital care 10.6 days, as com- 
pared with 73, 39, and 88 days, respectively, per chronic case. 

Figure 1 shows, for the five surveys, case rates by age for both sexes 
combined. Figures 2 and 3 show, by sex and age, rates for days of 
disability and days in bed as well as cases for the same 2 categories, 
for the 3 surveys where special attention was given to complete 
recording of facts about chronic disease. Although the rates are 
higher, they are here plotted on scales to compare relative age curves 
rather than the absolute heights of the rates. Thus the curves for 
cases, both disabling and bed, are similar to those shown in figure 1. 
However, the total and the chronic days of disability (fig. 2) both 
increase with age more rapidly than the case curves. Moreover, this 
rapid increase with age for days of disability is not so true of days in 
bed (fig. 3), particularly for chronic cases. Presumably this difference 
reflects the medical practice of not ordering aged patients to bed for 
Jong periods if they are able to be up and about. 

As to sex differences, the case rates, both acute and chronic, are 
‘usually higher for adult women than for men of the same ages, but the 
differences are considerably less when the female genital and puerperal 
conditions are excluded. For the chronic cases the excesses in the 
yates for women are considerably greater in terms of cases than of 
days of disability or days in bed. 
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Figure 2.—Annual disabling case rates and annual days of disability per 
1,000 persons under observation, by age and sex—3 surveys with 37,988 
full-time person-years of observation (Baltimore, Md., Syracuse and Catta- 
raugus County, N. Y.). 
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Figure 3.—Annual bed case rates and annual days confined to bed per 1,000 
persons under observation, by age and sex—3 surveys with 37,988 full-time 
person-years of observation (Baltimore, Md., Syracuse and Cattaraugus 
County, N. Y.). 
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Figure 4.—Annual age-specific bed case rates per 1,000 canvassed males and 
females for cardio-vascular-renal and some other chronic diseases—5 surveys 
with 80,768 full-time person-years of observation. 
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Ficure 5.—Annual age-specific bed case rates per 1,000 canvassed males and 
females for miscellaneous other chronic diseases—5 surveys with 80,768 full-time 
person-years of observation. 


AGE AND Sex Variation In Speciric CHronic DISEASES 


In the preceding section I have discussed some important distinc- 
tions and comparisons between chronic and acute diseases as groups. 
But the physician sees his cases as patients with specific diseases. 
Figures 4 and 5 show by age and sex the chronic diseases as recorded 
in the five surveys. The data here used are cases confining the patient 
to bed for 1 or more days; as nurse and dietitian in general charge of 
the sickroom, the housewife probably remembers bed cases better 
than any other type. 
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Fictre 6.—Relative seasonal variation in all chronic cases and in broad groups 
of acute cases 


In the majority of the chronic diseases with data available for this 
study, women have slightly but consistently higher rates than men. 
In the cardio-vascular-renal group the only exceptions are cerebral 
hemorrhage, rheumatic fever, and hemorrhoids, the first two showing 
little consistent difference between the sexes. However, there are 
notable exceptions in that some diseases that may occur in either sex 
nevertheless occur predominantly among females, and a few others 
occur predominantly among males. For example, diseases of the 
thyroid gland, cholecystitis and biliary calculus, diabetes mellitus, 
neuritis, psychoneurosis, nervousness, arthritis, and benign tumors 
are exceptionally high among women. However, ulcer of the stomach 
and duodenum, hernia, and, among the acute conditions, accidental 
injuries and some other diseases are just as exceptionally high among 
men (3). 

SEASONAL VARIATION 


In the course of a single year, relatively few new chronic cases 
occur in the sense of the acquisition of a chronic disease which the 
patient has never suffered previously. However, acute exacerbations 
or attacks of chronic diseases which existed prior to the beginning 
of a survey are more common. Many of the chronic diseases, par- 
ticularly in the earlier stages of the cardiovascular-renal group, are 
without disability except in terms of these attacks. Moreover, many 
of the chronic diseases are insidious in their onset so that the time of 
the original onset is often hard to determine. By the tabulation of 
the acute attacks of chronic diseases, one can get a rough idea of the 
season of the year in which the disease is likely to be more active 
and cause more trouble for the patient. Figure 6 shows on a loga- 
rithmic vertical scale the seasonal curves of all chronic cases and of 
all acute cases, together with a few important groups of acute diseases. 
It‘is here seen that the seasonal variation in acute attacks of chronic 
diseases is very small as compared with the variation of all acute dis- 
eases, and particularly as compared with acute respiratory, digestive, 
and ear and mastoid diseases. 
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Ficurre 7.—Relative seasonal variation in detailed chronic diagnosis. (Based 
on annual case rates for each month for periods in each survey of 12 consecutive 
months or multiples thereof. Data smoothed by 3-period moving average 
with occasional combination of 2 adjacent months with apparently meaningless 
fluctuations.) 


In figure 7 similar seasonal curves for specific chronic diseases are 
plotted on a much larger logarithmic scale. Thus the two charts are 
not comparable, but the various seasonal curves on each chart are 
comparable with other curves on the same chart. 

Because of small numbers of cases, the data shown in figure 7 
have been smoothed by a 3-period moving average, ‘with occasional 
combinations of 2 monthly values to avoid meaningless fluctuations. 
To save space no vertical scale numbers are used but the low and high 
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seasonal values are entered on each curve in terms of annual rates 
for the month. Because this is a logarithmic vertical scale, the shape 
of a given curve is the same whether the actual rates be large or 
small. Each curve starts at the low seasonal month (at left), proceeds 
to the peak month and then returns to the same low month on the 
right. While the cases are few for most of the diseases, the chart 
gives a rough indication of the seasonal variation of attacks of the 
disease. 

Of these chronic diseases, diabetes, prostate diseases, and sinusitis 
show the largest relative seasonal variation, but other diseases such 
as rheumatic fever, heart diseases, and most of those in the left-hand 
column of figure 7 show just as regular seasonal patterns but with 
somewhat smaller relative seasonal differences between the low and 
high months of the curve. Most of the chronic diseases that have 
regular single-peak seasonal curves are at their highest in the winter 
or early spring months. 

HOSPITALIZATION 


Hospital rates of admissions and of days of care are a measure of 
the severity of chronic disease as well as a measure of medical care. 

Short-term care.—Hospital cases as recorded in family surveys are 
largely in short-term hospitals, although a few in other types are 
recorded. In figure 8 the total hospital cases of acute and chronic 
diseases are shown by age and sex, and by surgical and nonsurgical 
cases, 

Considering acute and chronic surgical cases, it is seen that for each 
sex surgery is far more frequent on acute than on chronic cases; it is 
only after about 50 years of age that surgical chronic cases exceed the 
acute. On the other hand, nonsurgical chronic cases exceed nonsurgi- 
cal acute cases after about 40 years of age, and at 65 years and over 
nonsurgical chronic cases among males are nearly equal to the high 
nonsurgical case rate under 5 years of age. Among females, chronic 
nonsurgical case rates are above those for acute cases after about 35 
years of age if female genital and puerperal conditions are excluded. 

Figure 9 shows for the 5 surveys combined the extent and char- 
acteristics of hospital cases in terms of bar charts of actual rates for 
the 15 most frequent chronic hospital cases for admissions and days 
of care per 1,000 population, percent of patients hospitalized, days per 
hospital admission, the percentage of hospital cases treated surgically, 
and the percentage of hospital days on surgical cases. Although this 
is a large body of information to put in a single chart, it seemed worth 
while to put in the actual rates to supplement the many data plotted 
by age but on a more or less relative basis. 


7 


ANNUAL HOSPITAL CASES PER 1,000 GANVASSED POPULATION 


164 “STUDIES OF THE AGED AND ‘AGING 


BOTH SEXES MALE FEMALE 


C 20 40 0 20 40 60 0 20 40 60 


60 
















ati Surgical 
Surgical 
i aN 
ef om pExe-fem. = 
ne — R_Nonsurgical — , A tei 
O} 
50 
SURAGICAL CASES 
50b ribeye 
50 
40} ‘| | 
! ao-l\ | \ Acute 
30; \ 
30 \ 


e 


| Acute exc. “™, 


| \. 
\ 20} Acute exc. * 
| 18M. JOA. CUALP. — Fo * 


£EM.GéeN., PUCIP 





10 ae 10 y= 
efal hroni¢c Chronic 
=a a? was 
O} or 
60 
i NONSURGICAL CASES 
50 
35 
30] Acute 40 
25t jf 
Chronic y 30 
ao Chroni¢é 
* of. - 20 
15 y, 
4 
10 ‘: 
: Saige ° 10 
5 yChcite exe 





own =" fem. gen., PUCrp. 





Oo. 20 40 60 fe) 20 40 60 O 20 40 60 
AGE AGE AGE 


Ficure 8.—Annual age-specific hospital admissions per 1,000 males and females, 


classified into surgical and nonsurgical cases, with each category further classi- 
fied into acute and chronic cases, 5 surveys with 80,768 full-time person-years 
of observation. 
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Figure 9.—Extent of hospital cases and days of care, and other characteristics 
of hospital patients in terms of the 15 highest chronic diseases for each char- 
acteristic, 5 surveys with 80,768 full-time person-years of observation, 
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Figure 10 shows admissions to hospitals for specific diagnoses as 
found in the five surveys. Because of small numbers and the fact 
that persons with minor illnesses are seldom hospitalized, it was pos- 
‘sible to stow by age only 16 chronic diseases. With some exceptions 
the variation with age in these hospital cases for both sexes combined 
is cr to that shown in bed cases of the same diagnosis (figs. 4 
cand 5). 

Long-term care.—Family surveys are not particularly efficient in 
getting records of resident patients in bospitals for long-term care. 
Figure 11 shows by sex and age, patients in long-term tuberculosis 
hospitals, excluding and including Federal hospitals, and patients in 
long-term hospitals for other chronic diseases except tuberculosis and 
mental diseases. The relative tuberculosis age curve for both sexes 
combined remains approximately the same when Federal hospitals are 
excluded. The curve for females alone is quite different from that for 
‘males, both with and without Federal hospitals. After about 35 
years of age, the rates for males exceed those for females in both non- 
Federal and total tuberculosis hospitals, with highest rates at 50 to 60 
years of age, which presumably represents veterans of World War I. 

Rates for chronic diseases except mental and tuberculosis in long- 
term | ospitals increase rapidly with age, with higher rates for males 
than females. 

No discussion of chronic diseases is complete without consideration 
of the great body of patients with mental and neurological diseases 
and defects in special long-term hospitals and institutions for psy- 
-chotic, mentally defective, and epileptic persons. The 1950 data 
collected by the National Institute of Mental Health (4) showed 722,508 
resident patients in hospitals of these various kinds in the United 
States. Of the total of both sexes, 80 percent were in long-term 
hospitals for mental diseases, 19 percent in institutions for mentally 
defective and epileptic persons, and 1 percent were in psychiatric 
-services of general tospitals In each of the 3 categories, about 53 
percent of the patients were males and 47 percent females. 

Figure 12 gives a summary of age-specific rates of admission to these 
‘mental hospitals and institutions (except for psychoneurosis), and of 
resident patients in 1950. The rates are expressed as cases per 1,000 
‘total population of the United States, to be comparable to other 
illness rates discussed in this review. Although the admission rates 
-are small, they cumulate to a large total of patients in the United 
States receiving daily institutional care, with annual days of such care 
-amounting to more than that given by all other types of hospitals in 
ithe United States. 
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Ficure 10.—Annual age-specific hospital admission rates of chronic cases per 
1,000 canvassed population, by detailed diagnoses—5 surveys with 80,768 
full-time person-years of observation. 
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Figure 11.—Age-specific rates of patients in long-term tuberculosis hospitals, 
and in long-term hospitals for chronic disease except mental and tuberculosis, 
United States, with comparative data for the five surveys (11). 
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The data in figure 12 include only broad classes of patients. Figure 
13 shows age curves for first admissions of specific kinds of psychoses, 
along with a few categories of persons with mental disorders without 
psychosis who have nevertheless been admitted to these hospitals 
for psychotie persons. First.admissions for all epileptic and mentally 
defective persons without psychosis are shown for all hospitals and 
institutions in the two curves on the right of figure 12. It is seen in 
this figure for the total United States that the peak of first admissions 
of mentally defective persons comes at 10 to 14 and of epileptic persons 
at 15 to 19 years of age, but the epileptic admissions at 10 to 14 are 
next to the highest rate for that condition. 

Figure 12 indicates that the highest first admission rate for all 
psychoses combined is for patients 65 years and older. Reference 
to figure 13 indicates that this peak is due entirely to psychoses of 
the senium (senile psychoses and psychosis with cerebral arterio- 
sclerosis) ; all other psychoses except the miscellaneous and unclassified 
group have rates at ages 65 and over that are markedly lower than at 
earlier ages. , 
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Figure 12.—Annual age-specific rates of first admissions to mental hospitals, 
and patients in all long-term mental hospitals and institutions per 1,000 pop- 
ulation, United States (4, 8, 11). 


TIME TRENDS 


Trends of illness of any kind are hard to find, particularly of illness 
from chronic disease. Data on illness from all causes are available 
for United States Army personnel (5) from 1820 to the present, but 
the great majority of Army personnel are young men who are usually 
free from chronic disease, not to mention the fact that they are. 
medically examined to select the physically fit. 
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The various sickness surveys made over the past half century have 
made no pretense of followmg any pattern to give data comparable 
to those from any preceding survey. Even with the best setup, it is 
extremely difficult to control the various techniques so that results in’ 
terms of sickness rates are comparable from one survey to another. 
Therefore about the only indexes of the trend of illness are (a) admis- 
sions to hospitals and institutions of various kinds for the care of the 
sick and defective, and (6) death rates, of which it has been said: 
“Tt has long been known, from a variety of evidence, that morbidity 
and mortality do not connote the same things biologically. A person 
may have a great deal of sickness, continued intermittently over 
many years, and yet live to a ripe old age” (6). Nevertheless, 
deaths have: been recorded in at least part of the United States for 
the past half century, with careful tabulations and analyses which, 
in the absence of illness records, are worth examining. During the 
period 1900-1953 the death rate from all causes has decreased from 
17.19 to 9.59 per 1,000 population. At the same time the death rate 
from the noninfectious chronic diseases (‘‘the great killers’) has 
increased from 4.43 to 6.85 per 1,000 population, or to 71 percent 
of the deaths from all causes in 1953.? | 

The trends of various other causes of death are plotted in figure 14 
for the period 1900-53. The total death rate is not plotted, but the 
titles of the six cause groups that make up the total are underlined: 
Chronic noninfectious diseases, acute infectious diseases, tuberculosis, 
syphilis and sequelae, rheumatic fever, and ‘‘all other causes.’’? Other 
specific causes plotted on the chart are included in 1 of the 6 cate- 
gories listed previously. Of the specific chronic noninfectious diseases 
on the chart, only nephritis shows a downward trend in the past 
quarter century; the others show an upward trend or no. change in 
that time, including heart diseases, malignant neoplasms, cerebral 
hemorrhage and other cerebral accidents, diabetes, ulcer of stomach 
and duodenum, cirrhosis. of liver, and hypertension and arterio- 
sclerosis. The acute infectious diseases show a sharp downward 
trend (except for the great influenza pandemic of 1918), as do also 
the two chronic infectious diseases, tuberculosis, and, since about 
1940, syphilis and sequelae. 

Cases in hospitals of different types—Figure 15 shows trends of 
admissions to hospitals and institutions of various kinds in the United 
States. The data for all hospitals except tuberculosis, mental, and 
Federal, all mental and nervous hospitals, and all tuberculosis hos- 
pitals are based on reports published annually in the hospital number 
of the Journal of the American Medical Association (7). For compari- 


2 Based on an estimate of the death rates from 1950 to 1953 according to the preceding international classi- 
fications. Data for 1951-53 are based on the 10-percent sample. 
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Fiaure 13.—Annual age-specific rates per 1,000 population of first admissions to 
long-term mental hospitals, by specific psychoses and other mental disorders, 
United States, 1949 (4). 


son, trends of death rates from all causes and from chronic non- 
infectious diseases have been plotted from 1910 to 1958, but on a larger 
logarithmic scale than in figure 14. 

Considering first the trend of admissions to all short-term hospitals 
(excluding mental, tuberculosis, and Federal *), as compared with that 
of admissions to long-term mental and nervous hospitals, the former 
increased 104 percent during the period 1935 to 1953, as compared with 
52 percent for the latter. On the other hand, the increase in days of 
hospital care in the long-term mental and nervous hospitals during the 
same 18-year period was only 14 percent, the average duration of the 
cases being so long that the relatively few admissions during a single 
year do not greatly change the average days from that of the already 
large number of accumulated cases in these long-term mental hospitals. 

From the reports of the United States Census (8) and the National 
Institute of Mental Health (4), it was possible to carry the trend of 
first admissions of epileptic and mentally defective persons from 1929 
to 1949, but the data here shown are for a five-period moving aver- 
age from 1931 to 1947. These data exclude the patients with diag- 


| 3 Federal hospitals show 2 large increase in admissions during World War II, so the exelusion of the 
Federal hospitals gives a more normal] picture of the increase in admissions. 
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noses with psychosis but include those without psychosis in mental 
hospitals as well as in institutions for epileptic and mentally defective 
persons. The data are shown graphically in figure 15. Decreases in 
admissions to institutions for epileptic and mentally defective per- 
sons are often attributed to lack of available beds. However, patients 
in both categories are generally cared for in the same institutions but 
the data indicate that from 1932 to 1947 first admissions of epileptic 
persons decreased 37 percent, as compared with 14 percent for mentally 
defective persons.* This situation suggests that the newer treatments 
to prevent. epileptic seizures may be decreasing the admission 
rates of epileptic persons to institutions. 

In the lower right-hand chart of figure 15 there is a five-period 
moving average of admissions for mental disease to long-term mental 
hospitals of New York State from 1911 to 1951. Prior to 1924 there 
was little variation in average annual admissions, but from 1924 to 
1944 the relative increase is less than in admissions to hospitals other 
than mental, tuberculosis, and Federal. After 1944, annual admis- 
sions to New York State mental hospitals increase very little. 

Trends of admissions to and days of care in long-term tuberculosis 
hospitals as reported in the Journal of the American Medical Associa- 
tion (7) are also shown in figure 15. Tuberculosis admissions per 
1,000 population show irregular waves, but in total days of care there 
is an increase from 1935 to 1941, followed by a decrease to a minimum 
in 1947, after which there is a moderate increase to 1953, the last year 
with available data. This latter rise may be due to intensive case- 
finding compaigns by the mass X-ray technique. It may be seen in 
figure 14 that the death rate from tuberculosis shows no such rise as 
here noted in cases. 

Hospita] admissions of tuberculosis cases among active members of 
the United States Army decreased from 2.75 per 1,000 mean strength 
in 1930 to 1.22 in 1950, or 55 percent in the 20 years. Meanwhile, 
death rates from tuberculosis in the United States Army decreased in 
the same period from 0.24 per 1,000 in 1930 to 0.019 in 1950, or 92 
percent (10). The tuberculosis death rate among civilian males of 
similar ages (average of rates for ages 15 to 24 and 25 to 34) decreased 
from 0.816 per 1,000 population in 1930 to 0.138 in 1950, or 83 percent. 

These and other data suggest that the long-time trends of sickness 
may have increased less or may have declined in the last quarter 
century, even though hospital care has increased. 

4 The same situation of a greater percentage decrease in first admissions of epileptic than of mentally 


defective persons is found also in New York State alone, but in New York the two groups are cared for 
in separate institutions, so the decreases could both be due to lack of beds, as the report indicates (9). 
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Ficure 15.—Trends of admissions to and. hospital days in several types of hos— 
pitals and institutions from about 1935 to 1953, and trends of admissions to: — 
all New York State psychotic hospitals, with some trends of deaths in the 
United States, 1911-50 (4, 7-9). (Admissions to psychotic hospitals and 
te for mentally defective and epileptic persons are five-period TOVERE: . 
averages 


- Specific psychoses.—Here, as in other illness data, there is more~ 
meaning to trends of admissions for specific psychoses than for 
admissions of all psychoses combined. Figure 16 shows for 7 specific” 
and important psychoses the trend (5-period moving averages) of 
admissions to New York State mental hospitals for both sexes and. 
by sex for 6 of the psychoses. The psychosis that occurs most 
frequently, schizophrenia, is not shown by sex because the differences: 
in the rates for males and females are not large. ‘The relative increase. 
in admissions for schizophrenia is less than in most of the psychoses: 
that are increasing. 

Psychosis with cerebral arteriosclerosis and senile psychosis have 
followed reasonably similar trends, especially since about 1935; many 
psychiatrists: combine them under the name of psychoses ‘of the: - 
senium. Both increased until 1943 but after that time the rates are’ 
roughly constant. Both diagnoses show considerable sex differences, 
but cerebral arteriosclerosis admissions are more frequent among. . 
men and senile psychosis rates are higher for women. | 
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¥Ficure 16.—Trends of admissions (five-period moving averages) for specific 
psychoses to New York State mental hospitals, by sex, 1925-50. (9) Te 


Manic-depressive psychosis and general paresis are definitely on 
the decline since about 1935. Rates for general paresis are much 
higher for men than women, but the relative difference is less in recent 
years than formerly. Manic-depressive psychosis rates are higher 
for women than men. Alcoholic psychoses show, with some excep- 
tions, a generally rising trend, with rates that are very much higher 
for men than women. | 

It is not intended in this discussion of trends of hospital care to 
suggest that such trends are an index of trends of illness in general. 
In fact there are conditions which increase hospitalization that have 
no particular relation to the trend of illness. For example, death 
trates have been on the decrease for many years but the proportion of 
all deaths in the United States that occurred in hospitals increased 
from 34 to 50 percent in the years 1935-49. The birthrate in the 
United States has been increasing and the proportion of live births 
that occurred in hospitals has increased from 37 to 88 percent in the 
period 1935-50. These and other conditions make for more hospital 
care but not for more illness in the community in general. Similarly, 
‘prepaid hospital care and payment for care of industrial accidents 
under compensation tends to increase hospital care without increasing 
the general level of illness. 
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This review of chronic diseases is based largely on data from periodic 
surveys of households made over a period of years, supplemented by 
data from long-term tuberculosis and mental hospitals and institu- 
tions. 

Cases as here used represent attacks or episodes of illness that lasted 
for 1 day or longer. They are subdivided into (a) nondisabling with 
no time lost fromm usual activities, (6) disabling with 1 or more days 
lost from work, school, housework, or other usual activities, (c) bed, 
with 1 or more ‘days confined to bed, and (d) hospital, with i or more 
nights in a hospital. Disabling plus nondisabling give the total, bed 
being a subclass of disabling, and hospital being a subclass of bed 
cases (figs. 1, 2, 3). 

Each chronic disease has its own characteristic variation with age. 
The majority of the diseases occur more frequently among women; 
some diseases stand out with very large excesses for women and a fow 
with just as large excesses for men (figs. 4, 5). 

The attacks of chronic diseases show much less seasonal variation 
than attacks of acute diseases. However, many of. the specific 
chronic diseases show characteristic seasonal variation (figs. 6, 7). 

While there is considerable surgery in chronic cases, there is much 
more in acute cases. Obstetric cases loom large in nonsurgical hos- 
pital practice (fig. 8). 

Average durations, relative age incidence, and other characteristics 
of hospitalized chronic illness vary oreatly for different diagnoses. 
The relative age incidence in hospital cases of specific diagnoses is. 
similar to that in bed cases of the same diagnosis (figs. 9, 10). 

Patients in long-term tuberculosis hospitals in the United States 
per 1,000 population show a peak for females at 25 to 29 years as 
compared with 50 to 60 years for men (fig. 11). 

First admissions of specific psychoses to hospitals for psychotic per- 
sons show peaks at various ages from 15 to 19 to 55 to 64 with definite 
declines thereafter, except psychoses of the senium with the highest 
rate at 65 years and over (figs. 12,13). 

Death rates from the chronic noninfectious diseases have increased 
steadily in the last half century but the chronic infectious diseases 
have decreased rapidly (fig. 14). 

Admissions to the various types of hospitals have increased during 
the past 15 to 20 years except admissions of epileptic and mentally 
defective persons, which have decreased, particularly for epileptic 
persons (fig. 15). 

Psychoses whose first admissions to New York State mental hos- 
pitals have generally increased since 1925 are senile, involutional, 
schizophrenia, alcoholic, and those with cerebral arteriosclerosis. 
Psychoses with a downward trend are manic- depressive and general 
paresis. Psychoses with higher admission rates for men than women 
are alcoholic, general paresis, and those with cerebral arteriosclerosis; 
those with higher rates for women than men are senile, involutional, 
and manic-depressive psychoses (fig. 16). 
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APPENDIX A 
CONFIRMATION OF DIAGNOSES BY ATTENDING PHYSICIAN 


The diagnoses as reported by the household informant (usually the 
housewife) were entered on the schedules, together with the name of 
the attending physician and of the hospital if the patient was hos- 
pitalized. At the end of each round of the periodic visits, cases re- 
ported by the families as attended by a given doctor were assembled 
on another form, including the patient’s name, age, sex, and other 
identifying information, the date of onset of the illness, and the diag- 
nosis given by the family informant. The sheets for each doctor were 
mailed to him with a mimeographed letter explaining the nature and 
purpose of the study and requesting that he check the diagnoses that 
were correct and give the correct diagnoses for any that were wrong. 
Ample space was allowed for writing in the correct diagnosis. AlI- 
though the letters were mimeographed, they bore the signature of the 
Surgeon General of the Public Health Service. The returns were good, 
but of course there was no way to check the diagnoses in unattended 
cases, and many other patients with mild cases had only a single visit 
to or from the doctor. Some diagnoses may have been checked from 
memory and others with little reference to records, but frequently the 
family informant was able to repeat what the doctor had said was the 
matter, even when she knew little about the disease. Although the 
attending doctor checked many symptomatic and some ill-defined 
diagnoses as correct, his diagnosis was always used in preference to 
that of the family informant when there was any difference between 
the two. 

APPENDIX B 


DISTINCTION BETWEEN ACUTE AND CHRONIC DISEASE 


A statement on the method used in this study to distinguish between 
acute and chronic disease seems pertinent. The usual meaning of 
chronic disease refers to illness of long duration. In this paper, a 
disease or illness has also been classified as chronic if a history of one 
attack may be expected to be followed by other attacks of the same 
disease which are related to the preceding attacks because the patient 
was not cured but the disease was only quiescent between attacks. 
But so many patients with chronic disease have long periods without 
measurable disability that it seems appropriate to consider along with 
continuous total or partial disability these attacks with relatively short 
periods of inability to be about usual activities and more serious 
episodes of illness requiring the patient to remain in bed at home or in 
a hospital. 

The total time since the original onset of the chronic disease is 
important but so are the number of these more severe attacks and the 
total time unable to be about usual duties, the total days in bed, and 
the total days of hospital care. Records of all of these data, as well 
as of recovery or death, are necessary to measure the severity of a 
chronic disease in terms of time, inconvenience, and loss caused by a 


disease. 
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To cite a few examples, tuberculosis usually keeps a patient in bed 
at home or in a hospital for major parts of the day over long periods of 
time, and thus conforms to the usual definition of chronic disease as 
one of long duration. On the other hand, in many forms of heart 
disease the patient can do office or other light work for long periods 
without attack or other manifestation of the disease. However, a 
change to work involving greater stress and strain, either mental or 
physical, may cause the patient to suffer attacks which make him 
unable to work or be about other usual activities for a short or even 
a long period. , 

Asthma and hay fever are generally considered chronic diseases, 
although for considerable periods the individual may not be bothered 
by these diseases because the etiological factor is not present; if 
ragweed pollen is the causative agent, it would not be present except 
at certain seasons of the year and in certain latitudes. On the other 
hand, if house dust or some substance involved in the person’s work 
is the etiological agent, these allergies would give almost constant 
trouble. In either case, the diseases would be classed as chronic. 
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TABLE 1.—Comparative distribution of aged and other patienis for selected diagnoses, 
New York City municipal general hospitals, May—October 1952 init 


Percent distribution by diagnosis 
Selected diagnoses Aged patients Other patients 


Number | Percent | Number | Percent 





Total 

AGO 8 5 ont conc More Jat ene win Soe sae me eee eee 19, 676 100.0 923. a eee 

Oherat s fossa ah ae eee eee ae re ee ane | ee 102, 276 100.0 
Selected arteriosclerotic and degenerative heart disease-_-_-___._.. 2, 505 1D 1, 201 1.2 
Malionantmooplasims. 2. sea 4 0 Soe ead Se eee ees oe 2, 027 10.3 3, 008 2.9 
Vascular lesions affecting central nervous system___......------ 1, 321 6.7 1,084 1.1 
deypertensive disease: 1. = 3.25. woo cae 2 Sse eee ee eee 1,193 6.1 1, 387 1.4 
DWinhetesmweliguess 222s = es = No. eee ee ee 536 27 950 .9 
Woronary artery GiSCASO. = 2 == ns Fs See ee oe ee See 517 2.6 662 .6 
General ar teniOsclerosiS: 2... 9-2 5 es Sooe nee eee eee eee 485 2.5 107 Si! 
Hernia, intestinal obstruction... _.- =... s2-- 25-5 eee ee 459 2.3 1, 379 1.3 
POCSWMNON ASS AIS oe ee noe es Boe ees eee 445 2.3 1, 767 7 
Wholelithiasis anq@icholecysiitis=.- 4282 == ae eee me eee nee 241 1.2 571 nG 
Arthritismotispecitiedsas AcCmte. 22. 2. se ee oe ee 216 151 501 .5 
Selected diseases of urinary system__..___......---------------- 161 8 609 .6 
Selected circulatory diseases_...........-.-.-.-----------.------ 154 .8 531 5 
ANVotheridigenosesnc.< 2o22 Ses. ac con see er ee ee 9, 416 47.9 88, 519 86.5 


Source: Fact Book on the Aged in New York City, table 8, p. 37. 
TaBLe 2.—Washington (State) sickness survey, 1953; Diagnoses most frequently 
reported by doctors within older age groups } 
AGE GROUPS—45 TO 64 YEARS 


{Accounting for 1 percent or more of visits within age group] 


Percent of 

Frequency 45-64 year 

age group 

visits 
Menopasel symptoms (635). = 2. <<. se ee ae Oe ob eee eee 660 3.8 
Arteriosclerotic heart disease, including coronary disease (420)___---.--_____- 585 3.4 
Asthritis (IMs pecined (720)c 5 eee se oe eens ee eye ee eee 509 3.0 
EH SAMINa HOM se u0OLY 05)irs see aoe 28 meee See eee ee ns Pere eer 446 2.6 
Essential benign hypertension, without mention of heart (444)_-_.__________- 394 2.3 
RGIPACTIVEXELTONS (380) ac oo sn eee oe ee ee ee ee ee 313 1.8 
Acute upper respiratory infection of multiple or unspecified sites (475) __.__-- 298 1,7 
INSTI ON GAD) exe: Sse JULES e ee eee ee ee ae Le nee ee Se ae 251 1.5 
ree with other respiratory manifestations, and influenza unqualified 
OTD) fa BO a es er al Re ae RN EE eee a es es ee ee 245 1.4 
Synovitis, bursitis, and tenosynovitis without mention of occupational 

OnIgii (741)! oe ew eae ee ee ee re a ee 243 1.4 
Ditpebes mellitus: (60). ce 125. coat seen eso) ot eee a eek oe eee 228 1.3 
Sprains and strains of other and unspecified parts of back (N847)._---___-__- 225 1.3° 
Muscalar rhemniatisn (i226). - 2... ot eee ee oes ane Soe ok Be ee ee 206 ee: 
Other and unspecified forms of neuralgia and neuritis (866)_....-..._.-_--__- 189 Wi 
Osteoarthritis (arthrosis) and allied conditions (723)_._...--.__..--.._-______ 189 1.2 
Psychoneurotic disorders, other, mixed and unspecified types (818) ______.__- 188 ile il 
Sprains and strains of sacroiliac region (N846)__...-............._._.-__-._--- 184 1 Pet 
Otherdermatitis (70s)e25. 2 os. -- Sea, eo ee es ee ee ee eee 176 1.0 
Other and unspecified diseases of heart (484)_._......-...---.---.-.-_.-..--_- 175 1.0 
Other and unspecified hypertensive heart disease (443).....-......--..--_---- 175 1.0 
BUD TOLL, 3. oovecghwn aon i seubow de sone ah ae See ee ee ee ee 5, 879 34,1 
PITOUBER: ois.cecucewecu hota naeaehecesee ater ee ees ee eee oe ee eee 11, 327 65.9 
WD OW Sates aeien osha ac eect one eee ae tos ee ee ee 17, 206 100.0 





See footnote at end of table, p. 185. 
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TaBLE 2.—Washington (State) sickness survey, 1953; Diagnoses most frequently 
reported by doctors within older age proups 1\—Continued 


AGE GROUPS—65 AND OVER 





Percent of 
Frequency | 65 and over 
age group 
visits 





Arteriosclerotic heart disease, including coronary disease (420)......-.------- 559 6.1 
Essential benign hypertension without mention of heart (444):.....-.._---_- 378 4.2 
Other and unspecified diseases of heart (434) -2 ssh - = ee econ 362 4.0 
PAREN TICIS, UMS MeCIMCdet( 20) nasser oe. ot eee oe ee tt eeee 303 3.3 
DIADSLESEIMOULELISe (200 yee a a se oe ek So oe ee es SEE 277 3.0 
Other and unspecified hypertensive heart disease (443)-..-..._...------------ 236 2. 6 
Eby DerOssi a Ol proStaue: (610) = Se ee as a ee en ec ccee ace! 190 2.1 
Osteoarthritis (arthrosis) and allied conditions (723)_..--.-.-.-.------------- 164 1.8 
Anemianofumspecifiedsuy pe (203es._-. 22 J2gUs. 2 oh eb e oe EL eee 151 1.7 
@erepraibemorrhagenGel). cee siss ..- ses See Loe cece tteed 150 1.6 
Gencralarverioselerostse(450) i252... 4 se Le oben ewes 131 1.4 
Pernicious and other hyperchronic anemias (290)..-..._--.---1-----.-------- 127 14 
PARS TRUER D4 1 eee eri Seen Se eee IE 8 BS OB oe 125 1.4 
REE S COD Sa a a aaa are ae IT ee 115 1.3 
Othermyocardial degonerationna22)......2.<-.-2.--2Ls-2 ens sb sce osee ki cass 110 1.2 
Practure-of- neck-of femur (N 820) ccc ewww emeewoseneweeetewuwt seo ened-s ees 106 1,2 
Wataracti(GSs) me. pe ssce = oe eee Re ee he ae Se ee Seo 105 1.2 
Other and ill-defined vascular lesions affecting central nervous system (334) -- 101 11 
Riefractivie:errorsi(e80) ==. 2b eo SSS ed SE. ee RS 98 1.1 
Hernia of abdominal cavity without mention of obstruction (560)..-.---.---- 94 1.0 
Bxamenations CY 00> 805)... 24 Shee es HUE oe ot AL hob eeeine 93 1.0 

SUB EOtAIes 4 ee 5 oe eee ee noe er ee ae ee eer eat 3, 975 43.7 
PRIMO GHC Re coe et = een ae Coad Oe ea te on ea eee eedous 5, 108 56.3 

10. ta) | ees a Be Se ae ot ee eee S| eee eno Roe! Oe Aas Seema. 9, 083 100. 0 





1 From Standish, Seymour, Jr., et al., Why Patients See Doctors (Seattle, University of Washington 
Press, 1955), pp. 20, 21. Data obtained in the Washington sickness survey, conducted in 1953, in which an 
average of 4 of the State’s physicians reported on all patients seen on a single day at 3-month intervals, 
together with their diagnosis. These reports covered 72,188 patients visited on 4 typical days. 
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TaRLte 3.—Queens General Hospital (New York, N. Y.) home care program— 
estimated number and percentage of various services provided to patients by 
diagnostic category, calendar year 1952 





Number of services 








Total 
Primary diagnostic category 2 patients 
Physi- | Nursing | Physical| Clinic House- 
cian visits therapy visits keeping 
visits visits hours 
Total, all diagnoses_-_-------------- 504 3, 290 12, 844 1, 724 168 41, 236 
Heart diseases See. s eo ee 114 856 3, 798 86 34 7, 736 
‘ Vascular lesions affecting central nervous ; 
Wisystemcc. 1 sige 5 te oe 34 300 . 1, 092 362 4 11, 638 
‘Other cardiovascular disease-.------------ 54 320 1, 560 48 2 2, 940 
Malignant neoplasms__.____--.----------. 80 390 1, 226 2 18 4, 906 
Diabetessmillitus.s=---- 2-22-22 46 206 938 132 AD Ave xt aoe oe 8S 
Arthritis and rheumatism- -_~-.---------- 18 144 854 244 6] - 1,986 
PAccide@mtSest 2 220 = sate enka oe Sep coke oe 74 378 1, 558 502 34 6, 574 
Ad) other diseases... 2.- 2-22 ssenpeecebe see 84 596 2, 318 348 56 5, 456 
Percent 
PHieart: diseases sai 22 oe ee eee 22 26 30 5 20 19 
. Vascular lesions affecting central] nervous 
LASVSUC IIS CSM att a 2s so Ie ee ee 7 9 8 21 2 28 
Other cardiovascular disease_-.-___.__._-- j1 10 12 3 1 if 
Malignant neoplasms-..-......-.---.-.----- 16 12 10 (3) 11 12 
Diabetes mellitus.£._\. 2225.2. S. 9 9 7 8 DA tes. See 
Arthritis and rheumatism_._.....-...-.--- 3 4 3 14 _4 5 
mA CCGONTS 2st =2es sews seseb an ce esse 15 12 12 29 20 16 
uAlbother diseases.¢ ....--- se secccennnnne- 17 18 18 20 33 |: 13 
AVERAGE NUMBER VISISTS PER PATIENT 
Dotal, all: diagnoses 22.25. ascste0 sess cfscs ace 6.5 25. 5 3.4 0.3 81.8 
Heart diseas@ a): foie = 5 soo sys ee Sas | Pees Nm 7.5 33.3 .8 3 67.9 
Vascular lesions affecting central nervous 
SWSUQINN Bee oon satan ee re ee ete er eee 8.8 32. I 10.6 342.3 
Other cardiovascular disease... .--...-_-._]_--------- 5.9 28.9 .9 (4) 54.4 
Malignant neoplasms... - 22.522 220 52-452. |i-se-eecu. 4.9 15.4 (4) a2 61.3 
Pidhbetesmelhtuse 45-20. sacs fe ee ee eee 6.7 20. 4 2.9 13° |e eee 
Arthritissand rheumatism. oss. 222-2. 5 le oak ase e ae 8.0 19.7 13.6 58 110.3 
SACCIM Mt Sete = tren neces ee eee eae eee ote ite ea On 21.1 6.8 5 88.8 
All other Giseases 2. <5. S02 ue se ee ee 7.1 27.6 4.1 =f 65.0 


1 F'stimates are based upon a 50-percent sample of the patient master card file. 
‘ ae the primary diagnosis is used. For Sixth Revision, International List numbers of diagnoses, see 
able 4. 
3 Less than 0.5 percent. 
4 Less than 0.05 visits. 


Source: A Study of Selected Home Care Programs, Public Health Monograph No. 35, U.S. Department 
of Health, Education, and Welfare, Public Health Service Publication No. 447 (Washington, 1956). p. 56. 
Of the total of 504 patients receiving home care the median age for both sexes was 64.0 years: males 63.5 years 
and females, 64.5 years. There were 76 patierts under 45, 180 patients aged 45 to 64 and 248 aged 65 and over. 

Average cost per patient-day, $2.44. Average annual cost per patient served, $374.68. 
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(Pa.) intensive home care plan—Types and number of 


services provided to patients, by diagnostic category, calendar year 1952 





Primary diagnostic category 


Alldiiaenoses......--22...2 


Heart disease (410-443) ________- 
Vascular lesions affecting cen- 
tral nervous system (330-334) _ 
Other cardiovascular disease 
(400-402, 444-468, 754) 
Malignant neoplasms (140-205) _ 
Diabetes mellitus (260) 
Diseases of central nervous sys- 
tem-(except vascular lesions) 
(340-357, 751) 
Arthritis (720-727) 
Accidents (N800-N999) 
All other specified diseases (re- 
sidual) 


Heart disease (410-443) __._____- 
Vascular lesions affecting cen- 

tral nervous system (330-334) _ 
Other cardiovascular disease 

(400-402, 444-468, 754) 
Malignant neoplasms (140-205)_ 
Diabetes mellitus (260) 
Diseases of central nervous sys- 
_ tem (except vascular lesions) 

(340-357, 751) 
Arthritis (720-727) 
Accidents (N800-N999) 
All other specified diseases (re- 

sidual) 


~- - - - e e e e e -  e 

















Total Type of visit 
pa- 
tients 
receiv- Med- Phy- } )ccu- Confer- 
ing |Phy-|Clin-| ical | Nurse |Nurs.] sical | pa- |Speech{ ences 
any |Sician| ic con- | coordi-| ing | ther- |tional) ther- 
serv- sult- | nator apy | ther-| apy 
ices ant apy 
Number 
86 651 10 63 78 |1, 566 |1, 045 283 151 | 53 
2 le oe eee a 2 2 SL se EE ote wena eee Ae A A 
BP DRG ae ee BY 31 | 306 | 485 77 144 16 
2 De (ee 3 3 42 30 AY ha eee 2 2 
6 94 2 2 4 253 (hoxt Atk Seteen tae eee cent |) See 
4 25 1 2 3 20 59 Qp lessees ® 2 
9 Ada. setae 4 5 226 48 43 7 5 
14 126 6 9 13 468 226 M4 Vee Ol O£ 15 
12 43 il 8 11 166 99 LORS OE ere 7 
5 S2h lessee = 6 6 54 20 fa eee = pe 6 
Percent 
2 i fol og eae 3 2 2) sr PE nee eS Os EEE 8 
37 Siar ee 43 40 20 46 Dae 95 30 
Ne Jey eee & 4 3 3 fea) eee 4 
uf 14 20 3 5 16 eg a easel UR = SID See ig 
5 4 10 3 4 1 6 AVN Pope eae 4 
11 He owes ec 6 6 14 5 15 5 10 
16 19 60 14 17 30 22 QO are foe 28 
14 Me 10 13 14 11 9 paces 13 
6 Dr eee aes 10 8 3 2 23 | ers ee 11 


Source: A Study of Selected Home Care Programs, Public Health Monograph No. 35, U. S. Department 
of Health, Education, and Welfare, Public Health Service Publication No. 447 (Washington, 1956), p. 84. 
Of 86 patients receiving home care services on the program during the calendar year 1952, 70, or about 82 per- 
cent, were 45 years of age or over, and 40 (47 percent) were 65 and over. 

Average gross cost per patient-day, $2.07; average net cost per patient-day, $1.80. 
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Part Il. Heatta Carer PROVIDED 


TABLE 5.—Percentage distribution of hospital admissions, by age, sex, and 
insurance status 





Person-years, percent Admissions, percent 
Age and sex 
All Insured | Uninsured All Insured | Uninsured 
persons persons persons persons persons persons 

All persons (male and fe- 
male) total tose es ese ee eee 8, 768 4, 764 4, 004 1, 021 666 355 
mder 6.2=.-<=5 percent _- 12 12 12 8 8 10 
Gone. tee dos. et 21 22 20 14 16 10 
ISitors4eesaheaeeo es QO.ce 22 23 22 31 30 32 
BOULOIS4. ee eee ee doc-. 20 30 23 28 30 24 
BorcOnOdas eee ete te GOnzee 9 9 9 9 10 u 
65 and over--...---- Obs-= 5 1 10 6 17 
Age unknown..----- Goze e 2) 2) | S22 eee ll eee aaed teen agian 
Males#:totalel- 2-40... -4-68--25 4, 246 2, 312 1, 934 365 241 124 
WndenGs.222-- 22 percent _- 13 12 13 12 11 15 
(aii 70) sy (ee i Ore i O222. 22 23 21 19 22 14 
1S 07342.55 be do... 21 21 22 16 15 19 
30 bOLb4d: oan Seas GOx sat: 27 30 23 31 34 26 
60°t0 "642. bees ao... 9 9 8 10 12 8 
65 and over.__-..--- do__.- 5 1 11 a 19 
Age unknown. .---- @0-2.. (2) (?) (3) {9 Ucescheies- 21 Gatien ee eee eee 
Females; ‘total '4..<.2h=.5<<<b 4, 552 2, 452 2, 070 656 425 231 

HderiGuszeeees percent _. 18 12 11 6 

GivOplis case leecene Osaee 20 21 20 11 12 8 
ESOS ee C0 ki papa 23 25 22 39 40 39 
i Oia, bee ane iy ore do...« 26 30 23 26 28 23 
SOOO tare eee oe do... 9 9 10 8 9 6 
65 and over_._..---- do..<: 9 4 14 9 5 16 
Age unknown. .-.--- do...: (2) (2) (8) [|e chee See EES Sa eee eee 


1 Figures equal 100 percent. 
2 Half, or less than half, of 1 percent. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956), p. 182, Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals), including 767 
persons aged 65 and over. 
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TaBLE!6.—Hospital admission rates, exclusive of admissions for delivery, by age, 
sex, and insurance status 








Number of person-years Nondelivery admissions per 100 
person-years ! 
Age and sex. 
All per- Insured | Uninsured | All per- Insured | Uninsured 
sons 3 persons 3 persons 3 sons persons persons 

All persons (male and female), 
| RELA p> meen Breen 8, 768 4, 764 4, 004 10 12 7 
WidenG so.) eee 1, 067 586 481 8 9 7 
GatOV leer oe ee 1, 852 1, 034 818 7 10 4. 
cee a en ae 1, 958 1, 077 881 8 10 VE 
SOMO LOA gers Soe ree er 2, 332 1, 424 908 il 13 8 
GontO Glew? eee eS 776 413 363 12 16 6 
65 and, OVer...-..4.5--<--- 756 217 539 13 18 11 
Age mnknowne: -2435-2222. 27, 13 AT Sawa Cee SOUS et yee le ee oro are 
IM alés st0tHM ee. casos24-5¢5555- 4, 246 2, 312 1, 934 9 10 6 
Win deriGue aes. Shaken. oe 532 284 248 8 10 7 
GilLOR Meee oe So eee 936 527 409 8 10 4 
SILOS aeeres one eee 5s 908 475 433 6 7 6 
SON ORD AS eee Ree oe 1, 136 698 438 10 12 lf 
DO NGO) O4e eee ee ie 365 208 162 10 14 6 
GSrand- over... ...4- 54-5225 359 116 240 li 13 10 
ASO RINKWOWNE..-422---=2- 10 6 Avs een Sao e cele eae cae Oe a 
BemMales, C0tak. - 25-04-2955 4, 522 2, 452 2, 070 10 13 8 
WMS Gis seas brass. 535 302 233 8 8 7 
GLlotieee eee ee ee 916 507 409 zi 10 4 
DSi fOp Saree ee see 1, 050 602 448 10 12 8 
SOYUOROS = ees an eet eee 1, 196 726 470 1 14 8 
DD GOOF oa es areas ee 411 210 201 13 18 8 
Gua CRON OLE ner anu eee 397 98 299 15 23 13 
Age unknown__......----- 14 u LO ees ee aire, Saat Ae eee ES es Toes ae 


1 These bases have heen adjusted for births and deaths within families to give the population exposed to 
risk of occurrence. 

2 An admission is classified here as covered if the patient had hospital insurance in general effect at the time 
of admission. ‘Thus, the admission is classified as covered even if the patient was hospitalized for a condi- 
tion which was not yet covered under his contract because of a special waiting period for that condition 
(e. g., deliveries, tonsillectomies, etc.). Also, the admission is classified as covered even though the patient 
was hospitalized for a condition which was specifically excluded under his contract (e. g., preexisting con- 
dition). Admissions to hospitals classified by the American Hospital Association as general or special long- 
term, mental and allied, or tuberculosis hospitals are excluded. Only admissions to hospitals classified as 
general or special short-term by the American Hospital Association and hospitals unlisted but not clearly 
long-term are included. Only admissions which occurred within our survey year are included here. Hos- 
pitalizations which began before the survey year but where the patient was still in the hospital at the begin- 
ning of the.year are excluded. 

3 These bases have been adjusted for persons covered by hospital insurance for only a part of the survey 
year to give the appropriate insured and noninsured population exposed to risk of occurrence. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956), p. 181. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953. and is based on single interviews in 2,809 families (8,846 individuals) including 767 
persons aged 65 and over. 
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TaBLE 7.—Hospital admission rates, by age, family income, and insurance status 














Number of person-years Admissions ! per 100 
person-years 
Age and sex 
All Insured Unin- All Insured Unin- 
persons ?| persons?| sured persons | persons sured 
persons 3 persons 
All persons (all ages), total_........______- 8, 769 4,771 3, 998 12 14 9 
Wader $2000" 2 a eee Le es 1, 373 321 1, 052 12 21 9 
$2 OO00stO:S3°499. = so 4 SaNs Bi ek ee 1, 888 840 1, 048 12 16 9 
$3;H00!CO:G4:0990" oa ee ee 2, 368 1, 441 927 12 13 9 
$5;000 £0: 977499. as tee ed oe a 1, 935 1, 359 576 12 13 8 
$7, 50 01al GON Cre. 613 aeten 2 ee ee 1, 161 796 365 11 12 10 
All persons under 18, total............---- 2, 919 1, 620, 1, 299 8 10 5 
Wnder$2000n 2.2 teen ee 402 94 308 6 if 6 
$2000 O° $35499 oe ee 662 293 369 10 15 § 
$3; 500i O SA0990 ah ee ne 865 530 335 8 9 6 
SH OOOO Seago’ Stn ae were eee nae 646 467 179 7 8 3 
$7000 ANG OVER. 2.2008 ooo eee bees 333 232 101 8 9 7 
All persons 18 to 54, total. _.__._.___.___-- 4,291 2, 507 1, 784 14 16 ll 
Under S2000-s2 2. eee Se oe eee 468 117 3oL 15 24 13 
$2: 000 OSS 7490 eta ee 896 410 486 15 18 13 
$3; 5000! $4909 = eee eee 1, 208 UN 451 15 17, 12 
S$ OOOMONS (3409. ca Rohe = ee 1,051 755 296 14 15 8 
$7,500: andsovier. 222. Fe. 2 648 461 187 12 13 9 
All persons 55 and over, total_..........__ 1, 532 631 901 12 16 10 
Waa den$2 O00 22225. 4-22 ee ES 499 109 390 13 29 8 
$2: 00H O83 499 os =r cr aisle Bee = 327 137 190 8 10 4 
SS 5OOROIS4 O00N 2. - te ee es 290 149 141 10 10 9 
$5 NCO OIS T9499 en Ee 229 132 97 17 20 13 
$7000 ANG OVER. 2. fate ea 174 101 73 16 16 15 


1 An admission is classified here as covered if the patient had hospital insurance in general effect at the 
time of admission. Thus, the admission is classified as covered even ifthe patient was hospitalized for a con- 
dition which was not yet covered under his contract because of a special waiting period for that condition 
(e. g., deliveries, tonsillectomies, etc.). Also, the admission is classified as covered even though the patient 
was hospitalized for a condition which was specifically excluded under his contract (e. g., preexisting condi- 
tion). Admissions to hospitals classified by the American Hospital Association as general or special long- 
term, mental and allied, or tuberculosis hospitals are excluded. Only admissions to hospitals classified as 
general or special short-term by the American Hospital Association and hospitals unlisted but not clearly 
long-term are included. Only admissions which occurred within our survey year are included here. Hos- 
pitalizations which began before the survey year but where the patient was still in the hospital at the begin- 
ning of the year are excluded. 

2 These bases have been adjusted for births and deaths within families to give the population exposed to 
risk of occurrence. 

3 These bases have been adjusted for persons covered by hospital insurance for only a part of the survey 
year to give the appropriate insured and noninsured population exposed to risk of occurrence. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956), p. 183. Data obtained from a nationwide survey of family 
medical costs and voluntary insurance by the Health Information Foundation. Thesurvey was conducted 
in a ae es and is based on single interviews in 2,809 families (8,846 individuals) including 767 persons 
aged 65 and over. 
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TABLE 8.—Percentage distribution of length of hospital stay per admission,! by age: 
and insurance status 





Percent distribution, by age 


Insurance status and length of stay 
All Under 18] 18to54 | 55and 





persons over 

All persons (insured and uninsured), total 2.._............-...- 1, 033 230 608. 195 
LONG KeV care ow Spee ieee Eh pn a opel cs: Bike Ree. ee ek A en Det wey 8 49 24 16 

SAGO) Dern een en tee Mae oe se eh he ae OS Roe ae 31 22 37 23 

Cit OO eee See eee A er ee Cn eee oe bee 21 Igy 22 22 

Ot On err atte EE CR aS eee ee ee 13 8 il 24 

DOR OE MIT ORC ses es ema nee ee ea See ee RI cre 6 3 4 14 
UGB TITAS ON Coe ANA pean RRS sh ia Steak Ae Oe Re reo a 1 (3) Lat er eee 
Insunedipersonms total sa soe eee eee se ee ees 670 157 407 106 
LOUCKS cy eek ape Re a = i pene rae a es Ree 29 §2 23 18 
PLO es Ss a OE ne ee be PE a ees 5 ae Sil 22 37 20 

xb Oe ne eer eee Ee eee ™ ae ee eee oso oer ee Sere ic 23 15 25 26 
OREO BGR etree eee std eta te ee cour oe 5 Se Ee ee 12 8 11 22 
20OP MORE: 222552 Pee ea Oe eee Sok Dae een es I eee wes 5 3 3 14 
Da VSM en Owl trance et cae ene eee ee ees 2 ne (CO) at reece ence Q)ee itscce cece 
WMAMSUREGEDETSONSs LOtAlee 2 eee eee Web ee Ces Se cca ss 363 73 201 89 
Winnie meeeattas Mbaaten ctamebe eer bake ee cay Pt od Pal 42 26 15 
SHOUD Maeeenet Renae ees Metin seie » Dee CRE rcs api ecto, ys 32 22 aif Dai 

GEL ONO eee mete oe ey) ee bi ts he ove So Noe a ae 18 22 7 17 
ODO LO Ramee ana ak ee eee ee Le ee nae gece Y 14 ah 11 27 
2NOP MON Oeste tes wes enka atm ee ee eed eel EN oc cee ase 7 5 5 15 

UD AWS NEAKMAO WE es teen tet ete 22 Hobe meek sa saceuke one 2 1 Oiaoaocees 


1 An admission is classified here as covered if the patient had hospital insurance in effect at the time of, 
admission. Thus, the admission is classified as covered even if the patient was hospitalized for a condition 
which was not yet covered under his contract because of a special waiting period for that condition (e. g., 
deliveries, tonsillectomies, etc.). Also, the admission is classified as covered even though the patient was 
hospitalized for a condition which was specifically excluded under his contract (e. g., preexisting condition). 
Admissions to hospitals classified by the American Hospital Association as general or special long-term, 
mental and allied, or tuberculosis hospitals are excluded. Only admissions to hospitals classified as general 
or special short-term by the American Hospital Association and hospitals unlisted but not clearly long- 
term are included. This tabulation includes 12 hospital stays where the patient was actually admitted 
prior to the survey year but the stay extended into the survey year. 

2 Figures equal 100 percent. 

3 Half, or less than half, of 1 percent. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956), p. 186. Data obtained from a nationwide survey of family 
medical costs and voluntary insurance by the Health Information Foundation. The survey was con- 
ducted in July 1953 and is based on single interviews in 2,809 families (8,846 individuals) including 767 
persons aged 65 and over. 
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TABLE 9.—Comparative distribution of aged and other patients by length of stay, 
New York City municipal general hospitals, May—October 1952 





Percent distribution by length of stay 








Age Total |, 

Under 7 to 30 31 to 60 | 61 to 99 | 91 to 180 | 181 days 

| Tdays days days days days and over 

a \GeT516 Beene ae aera 2s bee ae 100.0 28.9 47.0 13. 4 4.8 BS 2.5 
Gino ns eas See sh en al 100. 0 50. 9 87.8 6. 2 2.0 1.8 1.9 
Aged ari. | et 28 ee en 100. 0 ay de Tt 46.9 12.0 Opi) 3.0 1.9 
Qi Oped PERT dee Seabee 100. 0 35. 5 49. 5 8.6 253 2.5 6 
UOC aie Lt ME EEE 8 es AA a 100. 0 20.-9 43. 2 20.1 Ceti 6.0 re Al 
COUN IVET Re os: oh A ea eo ere Gh ee 100. 0 20. 0 44,2 19.8 8.5 5.8 ere 
WAC clin astm a he -  Ne Ba N o 100. 0 40. 8 36.3 9.9 Ly | 4,4 4.1 
OEM GIs ee Cee 100. 0 40. 4 84. 8 10. 7 4.8 15s 4.1 
NTO ae Setar e 23 Ree ee a 100. 0 32.0 is Uh 12.3 2.8 2.9 2.3 
ONL er eee ee te 100. 0 34. 3 50.8 9.4 1.9 Deo 1.4 
pA 210 epee Si ae eae a 100. 0 22.9 45.1 15.4° 6.5 6.0 4.1 
Chior Spee sn 100. 0 26. 4 52.3 10.3 5. 2 3.6 222, 
POG Bo. PIN Ste eee oa 100. 0 48. 4 33. 4 Nay Up 2.5 .8 1.2 
Otnerkren As os. ease eat 100. 0 42.4 38. 4 16. 5 15 1.1 oe 
BN) eee Oe Bn Seg) eee es ne a 100. 0 23.0 38. 3 14.8 7.8 7.8 8.3 
Otnerse: oT Sees eS US paar 100. 0 26. 4 33.9 17.0 3.8 Tule 7.6 
ADO e ae rake earth ee ue 100. 0 25. 2 58. 1 10. 4 3.0 2.0 1.3 
Oi ner 28s oh Ae Ste ee ae 100. 0 19. 5 72.9 5.6 1.0 e's .3 
a \Go eG PeaeR aS Moe ie des al RRS rae 100. 0 24. 4 58.8 10. 5 1.6 2.9 1.8 
Otherness are 100. 0 80. 1 59.0 eth 15 1.5 a2 
(Ape eme art et Se ess, Le Vee 100. 0 14. 5 51.9 27.0 5.0 .8 .8 
Olitlior Be Re ten pce ae 100. 0 24. 5 60. 6 12.6 1.4 AVE cosa 
DSO aie SPS ee is te 100. 0 17. 6, 52.8 11.6 4.6 5. 5 7.9 
OPCS See eo sae oie ee 100. 0 21.5 48,9 11.6 4.6 5.4 8.0 
PN OGG Ree tier Se en Se ed woes ee 100. 0 1652 57.1 16.8 Spit (35745 | [ae aces tees 
Other soreeee an. ae ee 100. 0 28. 2 59. 1 8. 4 2.8 1.0 ai 
Ps 3)6 Dino rece navel ake a lartlieie: laet 100. 0 24. 0 50. 6 18.2 3.9 ah 2.6 
Oper a ee ns 100. 0 29. 2 53.1 lig igal 2:4 Paves: 1.9 
AOU eee el ae ee 100. 0 28. 1 48. 5 12. 5 4.9 ad 2.3 
OTC Re ss eee a ee eet 100. 0 54. 4 85. 1 5.3 nly? 1.6 1.9 





| Source: Fact Book on the Aged in New York City, table 8, p. 37. 


Tas eE 10.—Illness, medical care, and hospitalization at all ages and at ages 65 and 

| over, as found in the Eastern Health District of Baltimore, 1988-48; annual rates 
jal ERE both sexes; a disabling illness represents an illness lasting 1 day or 
onger 





TlInesses per 1,000 persons 
Duration of disabling illness 


All ages 65 and over 





Disabling for 1 day or more: 


AST eS = 5 eth cre cre es aK te erate ee eS SEO ert A eS 650 546 

DCU Wa: 2 3 es tea nab ecs dense ooo dar cae sesso oreaee tags seeeaeenet ee eee 575 305 

CHOICE ae ae so eS oe Oo ae Slr 76 241 

ARGON DORAL VA. cote ee ed ae en RR St 66 193 

TPO ITATI CT ss ae ee a Rn ane pa ke ene ea 10 48 

Disabling for 7 days or more: 

Sein aduadeten emus aie kes Heat aCe Deano tease eae ee a iheee 305 382 

ACU Ne Sa we ee pe een ena oe eather ee Oe ee ere 255 175 

Obronie:: 23 545. 7 2a oe Se ae LOC © eee Rn te 50 207 

AM hc0 00) 224 A ee a OR pe ae Re cc te eee ML el ee ee 40 159 

IPOLMMANOnG: ofa Be a 2 are 10 48 
Disabling for 30 days or more: 

ie pn ie ee Sa en Oe See aioe Spee. ed Se Ye PS he a eee Ee ae 71 190 

ACU os SE ha Be ee SO en 40 58 

Ohroni@a ete. Lhe SE a a Re ee ae ee eae 31 132 

MOIMPOPARY. uo. os Roses 3 ee a ce 21 85 


POTIMaANON Goo Soe ee 2 Se ee ee ae SAT 10 47 
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TABLE 10.—Illness, medical care, and hospitalization at all ages and at ages 65 and 
over, as found in the Eastern Health District of Baltimore, 1938-43; annual rates 
(all causes, both sexes; a disabling illness represents an illness lasting 1 day or 
longer) —Continued 





Annual basis 
Ilness confining to house, bed, or hospital 








All ages 65 and over 
Illness confining to houses: 
Erouse-eases, per 1,000 persons obsérved_... <5 ..na an sca > scnnsndsuesn425+--- 59 482 
Days confined to house per person observed ...----------------------+---- ' 9.4 29. 9 
ETOUSOLG AV SapeTal OLISC) CASC Ree tae a eee oe ages ee ee a eee oe ore Ge 62.0 
Percentiof disabling cases confined to-nouse: ...2-22220 2 22s 2o ie th ede 91.5 88.3 
Bed illness (includes hospitalized illnesses): 
Bedicasesipera: OCOspeTsoms:ObSCT Vdc. 92-22-20 Mee ee ee eee ee ne 365 321 
LD iS) ay LOeGl SUES? TOIESON ANNO] SWISH AYA 2\0 ee ee, aa Se ee, | 4. 95 8. 52 
Dan SHitte PCCM sia CC CASO se = en ee oe oe Se Se ee Se au = 13.5 26.6 
RercentrOmGisaplinescasesamnNeUs 2 set oka eta s sean nomen 56. 2 58. 7 
Hospitalized illness: ! 
Efosprial casessper 1z000persons Observed ==. 22220-2252 ---- Face enh 288 70.6 57.4 
EVOSDELAMC YS. Pel Persad OOSCRVCC =e Banos ewan aa eae ee oe ee 2. 60 2.45 
Eospitaledays. pemmmospitahizedreases--— 2 ae == 3-25 hf eee 36.9 OG 
Percentoncisab ime cases MOspibaliZed = er o2. oet ooe occ oe beets sec ee 10.9 10.5 
Chronic diseases: 
Individuals with 1 or more chronic illnesses per 1,000 persons observed: 
AN EclGomicsilimeSseSecees = 2k Deke e feet ee be oe ed eee 68. 7 211.3 
Disa lolimMeaCMnOmlC TUMeCSSES 2 = eee eee ee IS se 41.6 157.1 
Non@isablingschnomicillmessese cs 25.25 45 -- 82 ee eee iti! 54. 2 
Percent of hospitalized cases that were chronic__.__.._._.-....___....----- 23.8 70.8 





Annual basis 
Calls by physicians 


All ages 65 and over 


ay 


—= 


Physicians’ calls per person observed: 


IAI CASES = easels eS ee SOS lls ae EO SOIE MS SEU gle le dos 2. €0 128. 72 
AIDES lilt SACAS CSS Seek Nae eats tay ya he eh cas, ta eres S52 1.86 3. 09 
PNIOTIGUISE SNELL CASES eee ae Renee ere eae ae a Orn gore ee et ene oh net ; . 74 . 63 
PASIGMGOMICCASC Siete sete yeh nee ney a a ese ee ee . 90 2. 66 
Sab CGeCMROMIGICASC Gm mets aeeaoe s  a. Sne ea ech a nas . 65 2. 33 
Physicians’ calls per attended case: 
PAVE CASO Sosa mee eats Seat oe cle rere ea reese SEES een we A ee 4,42 7. 58 
DSA eICASCS nets 2 ees ne ene ee ae ret ee ee St ee ee SS 4.16 7. 60 
INI OM CUS aio We CASS eee ae yey teehee puree eee Lene RE eis Peete ween a 3.70 4,49 
PMR MROMICICASCS Haan ee Us we ee eee Se = epi iers s ae oe ee Seee evel 16.4 
ID ISA DISCECIE OMI ClCASCSee ae Cares eee Oe ee) en nee ae eres ae eee ce 17.4 72 
Cases attended by physician per 1,000 persons observed: 
PANHIE CAS CS meee eS er ener er ee mts Far Spare aC ER cy ent ot 589 490 
DISA olin CeCASCSSeea as eeteee | ey ee ee on ee ee ee te ne 390 389 
IN(OM GS COMM OE CAS OS ae she rete SR Pele sy tae ae ee Aap ee 199 181 
PACH CHIT OIMNC CHSC Sas epee ae ens Sees a ee Ne Su Spee. Di Seb eee ee see he ere 52.4 181.9 
DVISAD LOKinC@ MROMLCICASCS seen ts see en ah ts et Ree A 37.6 135. 6 
Percent of cases attended by a physician: 
SACASC Sera sera ae ee Seo Ae wa sans Sn ee eh a eee ein tae ee la 42.7 40.5 
BS DROLET 5 CASO S peter alee epee eae ee ne ee ee a a lee 60. 0 63.9 
INIGI SHO EM Os CASO See ene eee ee. eee ee Sete eis ae See re 27.3 PA 
PVG CMMROMICIC ASC Sse ae = mo ee = ee ae at. ee ees oe ee Ne ee 76.3 76.6 
ID iSaMleaiemEOniCaCAses a tees sete ae une a ese ok re oe ee a aoe 90. 3 86.3 
Attacks of temporarily disabling chronic illness: 3 
Number attended by a physician per 1,000 persons----.-------------__--- 50. 2 162. 7 
Piysicians calis. per disabling attack -— oo. 2222202 seca ses 6. 27 8, 25 








1 All types of hospitalization are included, regardless of duration. 
2 These rates refer to individuals regardless of number of attacks. 
3 Excludes persons disabled throughout the period of observation. 


Source: Public Health Service, Division of Public Health Methods. Ilness and Health Services in an 
Aging Population, Publication No. 170, Washington 1952, 
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TABLE 11.—Distribution of patients of the Veterans’ Administration in hospitals by 
type, and by age, 1955 


Of the VA patients in VA and non-VA hospitals on November 30, 1954, 52.6 
percent were 45 years of age or over. Among patients hospitalized with a general 
medical or surgical condition, 60.6 percent were in this older age group, while 
among tuberculosis patients, only 44.4 percent were 45 years of age or over. The 
most significant change since last year in the age distribution of the VA patient 
load is found in the increased number of patients who were 65 years of age or over. 
The number of these elderly patients increased from 10,478 (9.5 percent of the total 

atients on November 30, 1953) to 12,488 (11.2 percent of the total patients on 
ovember 30, 1954). | 

This increase in the number of aged in out hospital population was evident in 
each of the “type of patient’’ categories. The distribution of all VA patients in 
VA ene non-VA hospitals by age group and type of patient is shown in the follow- 
ing table: 


Pereent of VA patients remaining in hospitals, 
Nov. 30, 1954 


(Type of patient) 


Age see 

General 

All Tuber- | Psychiatric] medical 

patients culous and neuro- and 

logical surgical 
PRA OROVEN eee oe cc eee oh eee nee ee oe ea, 100. 0 100. 0 100 0 100. 0 
DAT CO Wiek eee eo oe ee a a eed oo: Gee ae ote 95. 5 92.5 96. 4 94.9 
Sova COVER] 22.222) oe ee es oe ee aie are 72.9 67.8 vale) 77.4 
A SEASTA CLOVIS Tete acct hk asters en eR ot et Sh rE 52.6 44,4 50. 2 60. 6 
HDIAM CO Velo a eee ek Se Se Le ns see eee ee 42.9 32.3 Alea 49.8 
GOLAN GLOVED: wen oe ae ae oe eee ee ee oe ene UL 6.6 10.0 15.3 


See also vol. VI of this series, Care of the Aging Veteran by the Veterans’ Administration. 
Source: Veterans’ Administration, Annual Report for fiscal year 1955 (Washington, 1956), p. 19. 


STUDIES OF THE AGED AND AGING 195 


TasLe 12.—Surgical procedures per 100 person-years, by age, sex, and insurance 
status } 





Person-years Surgical procedures 2 per 100 
person-years 





Age and sex 
All per- Surgically | Not sur- All per- Surgically | Not sur- 








sons 3 insured gically sons insured gically 
persons 14 | insured ! 4 persons ! insured ! 

All persons (male and 
femmatée): totale = 222-3. 8, 768 3, 903 4, 865 7 9 5 
WiderGne shee sae ee es. Soe 1, 067 463 604 4 6 2 
Cy ROY Ue eee se te ee ese ow 1, 852 861 991 6 8 4 
SRG ORS Ae eee one ee ete rn 1, 958 916 1, 042 6 9 4 
SO CORDA eee en re estes Same 2, 332 1, 167 1, 165 8 10 6 
PON C OL OAC eit ears oS. ae a ee, 776 321 455 8 9 6 
GorwndvOviersen. = 522 a2 es oe 756 162 594 6 6 if 
IAS eTIMKROW Meo 2851555 2-228 27 13 1 eo el a pee Se ee PRS 
Wiles; totals 2-2 2222 4, 246 1, 912 2, 334 6 fa 4 
Winlee le a Bee ee ae eee 532 229 303 4 6 3 
ORC s hye a a 2 ee ed ee 936 449 487 W 10 5 
SAT OR Aen ee ee er en sec 908 403 ° 505 4 5 3 
RECOV OA tee eaeen ne ees ee 1, 136 580 556 df 9 5 
ESA HO) Ges cao rp 365 154 211 6 of 5 
Gram GLOVeIe eee ees eos 359 91 268 5 4 5 
sALe OUINKMO Wit =... eee A 10 6 Alle atti RR i He eS Ue SS Se i 
Females, total..-._-_.-- 4, 522 1, 991 2, 531 8 10 6 
AOWAG SENG ee eee eee 535 234 301 4 6 2 
GeCOmliime rae see ee ee eet aie Ss 916 412 504 5 7 4 
SCOR Ae tee eee ee 1, 050 513 537 9 12 6 
SHELOVOde a ee Nee aie ae eS 1,196 587 609 9 11 7 
BAB Og 0 eee en Steen ae pea ee 411 167 244 9 11 7 
Goan GsOVel=.=- Ramee sss 397 TZ 326 8 8 8 
Ae UMKch OWA ssn eae 17 7 LO: seme ee eae eee nee Bee ats oe 








1 4 person is here classed as insured if the patient had surgical insurance in general effect at the time 
the surgical procedure was performed. Thus, the procedure is classified as insured even if no insurance 
benefits were received for reasons like the following: (1) waiting period for particular condition; (2) pro- 
cedure not covered by particular policy (not classed as surgery by the given policy but generally considered 
as surgery by other policies or, more frequently, outpatient surgery when only inpatient surgery was in- 
demnifiable under the particular policy); (3) specific exclusion (e. g., preexisting condition); (4) no charge 
made for the surgery (VA, charity patient, etc.) or charges covered by other 3d-party payments (work- 
men’s compensation, public welfare, accident insurance, liability insurance, etc.). 

2 Surgical procedures are defined as any cutting procedure (including cesarean but not normal deliveries) 
or setting of a dislocation or fracture. Two procedures which are often classed as surgical but are not so 
classed here are circumcision of newborn infants and suturing of wounds. 

3 These bases have been adjusted for births and deaths within families to give the population exposed 
to risk of occurrence. 

4 These bases have been adjusted for persons covered by surgical insurance for only a part of the survey 
year to give the appropriate insured and uninsured population exposed to risk of occurrence. Owing to 
certain problems of data collection, it was impossible to estimate exposed surgically insured person-years 
solely from the survey data itself. It was necessary to combine the information obtained in the survey 
concerning age-sex differentials in part-year coverage of hospital insurance with Health Insur nce 
Council estmates of the differential growth of surgical insurance as compared with hospital insurance 
in the total population between the end of 1951 and the end of 1953. The combination of the 2 types of 
data in estimating the allocation of total person-years into the insured and uninsured categories lessens 
somewhat the reliability of the insured-uninsured comparisons within specific age-sex groups, but it 
seems highly unlikely that this procedure has produced fictitious trends in the data. There can be n9 
doubt on these grounds about the basic finding of a higher surgical rate among those covered by surgical 
insurance than among those not covered. The estimation procedure used does produce differences, of a 
negligible magnitude, in the estimates of the total surgically insured person-years (also the totals for males 
and females) between the present table, the rural-urban table, and the tables involving the type of 
insurer. ‘These differences do not affect the estimates of surgical rates in the significant decimal places. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health 
Insurance; A Nationwide Survey (New York, 1956), p. 193. Data obtained from a nationwide survey of 
family medical costs and voluntary insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals) including 
767 persons aged 65 and over. 
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Cuart 2.—WASHINGTON (STatTE) SicKNESS SuRVEY, 19531! 


AGE SND SEX OF GENERAL PRACTITIONERS’ PATIENTS 
MALE FEMALE 
















Under | 
1-4 
5-14 
15-24 
25-44 
48-64 
6000 4000 2000 © 2000 4000 6000 8000 
FREQUENCY 
Fiqure $B 
AGE AND SEX OF ALL SURVEY PATIENTS 
MALE FEMALE 


Under | 
1-4 
5-14 
5-24 
25-44 
45-64 
65+ 


FREQUENCY | 


In defining rural, intermediate and urban counties, census definitions were 
adopted. Urban counties were those with a city of 100,000 or more population. 
Intermediate counties were those including a city of more than 10,000 population, 
with at least a third of the county’s population living in that city. Rural counties 


were all others. 


! From Standish, Seymour, Jr., et al., Why Patients.See Doctors (Seattle, University of Washington - 
Press, 1955), p. 25.;, Data obtained in the Washington (State) Sickness Survey, conducted in 1953 in which 
an average of one-third of the State’s physicians reported on all patients seen on a single day, at 3-month 
intervals, together with their diagnosis. These reports covered 72,188 patients visited on 4 typical days 


in the year. 
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Cuart 3.—WasHineTon (Stare) Sickness Survey, 1953! 
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SEX 






—m—=—— Female, including childbirth, 
delivery, prenatal & postnatal 


w-se-e=> Female,excluding childbirth. 
ome Male 





a 


1 From Standish, Seymour, Jr., et al., Why Patients See Doctors (Seattle, University of Washington 
Press, 1955), p. 5. Data obtained in the Washington (State) Sickness Survey, conducted in 1953 in which an 
average of one-third of the State’s physicians reported on all patients seen on a single day, at 3-month 
intervals, together with their diagnosis. These reports covered 72,138 patients visited on 4 typical days in 


the year. 


Part III. Use or Heattra Factruitriss 


TABLE 13.—Total number of persons in institutions, and number and percent aged 
65 and over, by type of institution, 1950 


Type of institution 


IEROINE Somme Aedes eee a tS Seee S rahe se dee 
PU eres se weak Swe ain be ok Shen ee ee be Bete 


Ed eral=S Aven Seabee see es ee ee dS 2 BR 
Local 


Eee Tely UG meee 5 Sete end, Ble ike RN A te Soy te eee 


Moluntarva@onpronit) 25.54 22252538 e 222 so. 55.4. 
Proprietary (including nursing homes)-__--___-_-___--_-- 


Siesbe=lO Caen terese 5 Se ts Sores ret meee ee a te 
SRI er Cee es et ae be a Mee ee ee 


@hronie-diseaseshospitals...seesens ow eso se Sue ees eeeeeeze 
tH WCTCMLOSIS OSD iba l Sie eo- sas ee oe eo a 
COTrectionalimSoigMuMonS:.. 20. fe on ote es sees 
PANAEO (NG Rie a eter a er nc ano eens Sens 





Aged 65 and over 


























1 Children’s institutions, homes and schools for the handicapped, and maternity homes. 


Source: Social Security Bulletin, October 1958, table 3, p. 11. 
84172—57. 14 





Total oe 
number 
Number Percent 
1, 566, 846 385, 419 24.6 
296, 783 217, 536 73. 
114, 250 60, 424 52.9 
41,811 14, 218 34.0 
72, 439 46, 206 63.8 
182, 533 157,112. 86.1 
71, 249 65, 204 91.5 
111) 284 91, 908 82.6 
613, 628 141, 346 23.0 
59, 847 2, 674 4.5 
537, 413 131, 822 24.5 
16, 368 6, 850 41.8 
20, 084 8, 857 44.1 
76, 291 6, 592 8.6. 
264, 557 5, 140 1.9 
295, 503 5, 948 2.0 
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TABLE 15.—Patients 65 and over in all hospitals! per 10,000 State population 65 
and over, 1953 





State 





URVEY Sy Sere eee 
DAU OM date. hte es 
PAL KanSasmeeee won ao 
P@ahitommis 28 Sek. 
@Wolorsdor= =. 2 4s 
Wonnecticut.— £22 —.- 
Delaware. 28 sere eek 


iNvEiInmesotas... 2 ees 2e 


Number 
of 
patients 
65 and 
over 


Patients 65 and 
over per 10,000 


persons 65 
and over 2 


Number | Rank 





39. 1 
146. 5 
120.1 
232.6 
269. 4 
243. 9 
360. 0 
121.4 

53. 7 
145. 4 
240. 1 
142. 2 
134. 4 
169.1 
195. 4 
141.1 
173.8 
251.6 
197.0 
167.3 
299. 3 

66. 0 
137.7 
218.9 
216. 2 


State 


New Hampshire_-___._- 
IN6éw Jerseys oc. - =... 
ING@iweMiexdiCOe 22-255. 


Oresome =. 2.22. s2 tees 
Pennsylvamiaus 2292. .- 
Rhode Island__.______- 
South Carolina__.____- 
South, Dakota -222.. 


Wiisinian seas sees) 
Wiashinstonee 2222-2225 
WiesteVirginiae == sess - 
WSCONSINE =e se eae 
Way Omlinge ae ae. 
District of Columbia_- 


Number 
of 
patients 
65 and 
over 


306 

1, 463 
7, 106 
504 
39, 482 
3,129 
1,391 
13, 348 
3, 044 
1, 962 
16, 781 
1, 490 
616 

1, 447 
2, 169 
4,696 
1, 276 
412 
Sci 
4, 681 
2,170 
7, 439 
491 

1, 240 


Patients 65 and 
over per 10,000 





persons 65 

and over 2 
Number | Rank 
235. 4 12 
252.2 i 
159. 7 27 
136. 2 36 
283.6 3 
128. 2 39 
PHO, 4 
72e2) 24 
149. 2 29 
BIL 2 38 
175.9 22 
198. 7 19 
50. 1 47 
245.3 9 
88. 5 43 
81.4 44 
Zils 5 
105. 6 42 
144. 7 32 
201.8 18 
155.0 28 
222.7 15 
233. 8 13 
NOSRSe lasers 


! The 6,539 hospitals included are those that are registered by the American Medical Association and re- 


‘plied to special questions in their annual census of registered hospitals. 


replying hospitals. 


2 For State population 65 years and over in 1953, see table 1. 


Source: A special tabulation by the American Medical Association from their recent survey, Age and Sex 
Distribution of Hospital Patients, op cit., as printed in the Council of State Governments, the States and 
‘Their Older Citizens (Chicago, 1955), p. 150. 


See table 38 for data on 301 non- 
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TasLe 16.—Persons 65 and over in institutions other than general hospitals, by 
State, 1950 





Institutional pop- 
Total institutional population 65 ulation 65 and 
and over over per 10,000 
State total population: 


65 and over 























Total Male Female | Number | Rank 
Wnited States: ts... sho0 2. eer Eee 385, 219 175, 264 210, 461 SU ee 

Wiahemiee 4 bbGss. 22 cheese oe 1, 948 925 1, 023 98 48. 
PAT IZ OMe et st SEAR UR se oe Oe 959 578 381 216 33; 
Wrkansagh tos Soke soe. oto oe CE See 1, 870 978 892 125 45 
Oabitorniaws 5. feb 2: eee ea ee eee 29, 945 13, 703 16, 242 334 16: 
Colonadon4. 2. os hese baw ee ee ee 4, 094 1, 903 2, 186 854 12° 
Connectitut....2. 2008-2. <2scan ans nna See 8, 525 . 38,602 4, 923 482 Dh 
Melawanert.... t-sobseo oso oe ae ee 1, 077 483 594 409 5 
lOridaewas. 2. 2 Oe eles Ibe as ee ree 4, 095 2, 284 1, 811 172 37° 
Cleorgia 28... 2 Ae Teaco eee 3, TAF 1, 579 2, 138 169 39: 
Bdahoul Oe 224 G0 ssc. hs Re ee 1, 061 617 444 243 30) 
Ain OSs Se. 25 SN etee 2. oe ee ate Seer 28, 128 12, 720 15, 408 372 it 
ary Gigi to. BOS ee 2. eee ES 10, 142 4,710 5, 482 280 a7 
TO Wale os CB oe pee ee ee ee ee 8, 836 4, 066 4,770 323 21 
KCOMSASU ies so hae aed ce re ee ere 5, 154 2, 343 2, 811 283 25 
ECON UU GK sou ae eet ae eo eath eee oe eee ee eee 4,417 2, 056 2, 361 187 35 
WOWISTANOSE So ie oe bo ee ee ee 2, 748 1, 205 1, 543 155 41 
IV aiinie Sie as PRE eS a ee ee 2, 634 1, 176 1, 458 281 26. 
Mar yleiGied ss ote OSS ee 2 Seen hin ee eee 6, 375 2, 327 4,048 389 8. 
IVbassachiise(tSes- Sats. oie a 2a ae ee 22, 406 8, 978 13, 428 478 By 
Michionwie. 2; 1.88. oo cla oa. edoe ce Rete oe 15, 434 7, 662 Unie? 334 16: 
Minnie sotet..2 1. fae ees. Be ore 2 es Saree 10, 101 5, 002 5, 099 375 10: 
IVIISSISS Olas 2 oto eee ae eo nee eee ik 545 842 703 101 47 
INIACGS OUT Iie oe. Se oa oR 33 ee ee nee ee 11, 590 4, 756 6, 834 284 24 
Wi OIG Aas se eee ee = So ee ee ee re a er i 321 801 520 259 28 
INie@lbraskaaie Ssbret._ aie se Selo so eel et eas 4 559 2, 008 2, 551 349 13: 
iNew ada ats eee UAE Ae la ah els a ehh eee 257 + 186 ffl 233 Sak 
IN@w: Elam pSbire foo. - 9 SnSc ae eee =e ae es ee 2, 808 TS 1, 633 485 I 
INIGW dg CLSCVicsae eon se eee en eee ees ees 13, 024 5, 324 7, 700 330 | 19: 
NeW IMiGCO nooo. oo oc eee pee eee 383 243 140 115 46: 
TINO WAS EG) © oiert ik SL ea a a at eA a een ass aoe 58, 006 25, 096 32, 910 460 4 
INOGtMEC anol ast ta ne see ae een ene 3, £90 1, 628 1, 962 19 40) 
IN OECD aol ee ao 96 eek ote eee es ee oe ee 1, 886 1, 082 804 391 ff 
QO lOn Co th ete Ee oh ee ee ene RL eee 23, 541 11, 553 11, 988 332 18 
(ONG AVGN I 2 Re Seales any ee eta waar Reo ee EE Roe: 2, 988 1, 510 1, 478 154 42 
OnCS Onn. nh nee e ee ee cee en Saree 4, 481 2, 197 2, 284 321 22: 
Pennsylvania_-__-__- eS AS ALO Ses Se ae 29, 669 12, 519 17, 150 334 16 
VO Mees ames x ken re we oe ALA EM etree ns Se 2, 371 880 1,491 336 14 
SOutme Caroling = - 2524-5. see ee eee eee 1, 670 675 995 145 44 
SOUL PD AKO Lane aot 2 een es eee ees 1, 769 982 787 319 23, 
sINGMMIMCSSOO. o4s= 54 oo ese se ee ee ee ee 4, 244 2,017 2, 227 180 36 
HIRGNGA SS 25 OO 5 eet tee er caer a ee epee ene Be es Ss 7, 783 3, 626 4,157 151 43 
LD We Ree Sees = ar Se ees ek meal ge a 810 396 414 190 34 
Wek ON Gina eee ee ne ee ee ee eee 1, 289 462 827 326 20 
I LER OU DY sai ow parece re ek ee 5, 331 2, 549 2, 782 248 29: 
Weshinetonee23-. 52 28 assee ct Se eee oe oe ee 8, 583 4,341 4, 242 405 6 
Wiest heeds <= 282 os Ba seas Wee eo ee 2, 355 1, 343 1, 012 170 38 
NVISCONGIN 2) oes ee een eee 11, 721 5, 921 5, 800 378 ) 
WWEV OI INO. oe Sa ieee es eB eee mes Seo We ee ee 413 yA 1°6 227 32 
District of Column bianca es ae oe 3, 766 1, 993 1,773 G64, |azeeee 


Source: U. S. Bureau of the Census, U. S. Census of Population: 1950, vol. IV, Special Reports, pt. 2, 
ch. C, Institutional Population, U. S. Government Printing Office, Washington, D. C., 1958, as printed in, 
The Council of State Governments, The States and Their Older Citizens (Chicago, 1955), p. 147. 
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Taste 17.—Patients 65 years and over reported in general and mental hospitals by 
type of control, by State, 1953 } 





State and type of 
hospital 


Arkansas: 
Generale: S35") 22 


Maryland: 
Generale foo. ib cae 
Whenitatientseo se eee 
Massachusetts: 


Number of patients 65 years and over by 


Fed- 
eral 


type of control 


State 


Total 
pa- 
tients 
65 and 
over- 
ree 
ported 


Total 
pa- 
tients 
re- 


ported | tients|popu- 






Pa- 
Per- | tients! Total 
cent |65and] pa- 
of | over | tients 


total | per | per 
pa- |10,000| 10,000 
total 


65and|lation|popu- 
over |65and {lation 
over 


_——_ | ——————— | — | ~ ff | - J ——s — ee 


353 


147 


33 


101 


See footnotes at end of table, p. 203. 


77 


88 





12| 64 
CC) ae 
65) (9h 2.3 
oo |ine | 
18 | 107 
Gut 090-8! 
194] 11 
94 | 195 
4 7 
220 | 21 
26; (OMe 
6ihiccesst 
414) |P% 14 
35 | 113 
piel 4 
arn 
541 | 26 
4258 bs22 224 
nC baa 
392 | 190 
14| 52 
696 |____- 








7, 880 
10, 547 


1, 203 
2,115 


1, 343 
3, 209 


165 
474 


1, 573 
1, 496 


874 
134 


255 
432 


6, 803 
10, 584 


1, 765 
3, 425 


2, 030 
1, 643 


1,638 
1, 682 


2, 759 
1, 796 


1,091 
1, 512 


554 
999 


1, 561 
2,124 


4, 067 
5, 280 


2, 728 
4,991 


2,719 
5, 217 


506 
508 


2, 623 
2, 665 


669 
526 


5, 507 
3, 005 


2, 634 
1, 683 


5, 413 
6, 713 


38, 242 
40, 299 


7, 468 
7, 485 


6, 545 
12, 663 


996 
1, €81 


8, 716 
7, 656 


7, 024 
2, 347 


1, 270 
2, 029 


36, 320 
44, 500 


9, 255 
17, 021 


7, 035 
7, 623 


6, 008 
7, 088 


6, 519 
10, 705 


8, 602 
8, 876 


2, 137 
5, 226 


9, 238 
10, 545 


18, 377 
22, 887 


16, 895 
29, 634 


10, 442 
17, 136 


3, 432 
5, 142 


12, 099 
13, 298 


2,221 
1,911 





11-1} 2954)17..9 
14.5. | 7471" 28.9 
11,5 -|2SOs201'28..7 
15.5 | 65.4 | 35.5 
20.6 -|-81.0 | 32.5 
16.1 | 95.5 | 54.1 
28.3 |167.9 | 54.2 
20.5 | 66.5 | 30.4 
25.3 |158.9 | 58.8 
16.6 | 58.9 | 28.1 
25.2 -|169.3 |) 53.1 
18.1 | 58.0 | 26.8 
1Y.5-| 552) | £23. 5 
12.4 | 37.0 | 20.0 
2b PEI T. S 
21.3 | 90.0 | 33.9 
18.7 | 81.5 | 40.6 
23.8 |126.8 | 49.7 
19:4) 1 22. 6 
20.1 | 89.4 | 41.4 
23.A |-725 10 (27.0 
27-3 |-79°9 | 30.6 
23.7 | 82.0) 36.1 
13.6.-|- S20" 922. 6 
1628 -|. "75.0 3) $87.1 
12.7 | 56.5 | 30.3 
17.0 | 78.3 | 31.3 
25.9 | 58.9 | 23.7 
19.1 }106.3 | 57.9 
16.9 | 89.2 | 37.5 
20.1 1121.4 | 42.8 
22.1 |-79.3 | 37.9 
23.1 1102.9 | 47.3 
16.2 | 52.2 | 24.7 
16.8 | 95.4 | 43.3 
26.0 | 93.4 | 34.2 
30.4 |179.3 | 56.2 
14.7 | 32.9 | 15.9 
9.9 | 33.0 | 23.8 
21.7 | 60.6 | 29.8 
20.0 | 61.5 | 32.8 
30.1 1117.4 | 36.5 
27-6 |'92.3 | 3l.4 
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TaBLE 17.—Patients 65 years and over reported in general and mental hospitals by 
type of control, by State, 1953 \—Continued 





Number of patients 65 years and over by 


———— 


State and type of 


Total 
pa- 
tients 
65 and 
over- 
re- 
ported 


Total 
a- 

tients 
re- 

ported 


Pa- 
Per- | tients| Total! 
cent |65and| pa- 


of | over | tients 
total | per | per 
pa- | 10,000) 10,000: 


tients|popu-| total 
65and|lation|popu- 
over |65and|lation: 


ee | | | | | — | | | |_| 


hospital Fed- 
eral 
Nebraska 
General 15 2222 ee 79 
Mien tale o- 8 eee eee ae 
Nevada: 
Generales 2252-2 ees 16 
Mentaliii © os eae eo P= 
New Hampshire: 
ONORATA TS. Fes ee 17 
Mientalie: boss essere ee 
New Jersey: 
Generale ee 2 See 69 
Mental: .3. 05 Shee 131 
New Mexico: 
Generals 4.2. 322 ee 31 
Nientalise kena s seme t” f oe 
New York 
Generale... & ma ase 61 
Mentale: 2. 9 fos. 255 358 
North Carolina 
enerale 3. 3252008 21 
IMentaliet Oona 2282 2 
North Dakota: 
General | 2. 475.352 32 
Mental? tos :20 2 22 eles 228 
Ohio 
Generale 2: 2. S222 282 143 
Mental:.2 5.225 <8 16 
Oklahoma: 
General: 3228. ses 79 
Nemta lin tees: salon 0 
Oregon: 
Generals. 25222288 56 
Mi enita live = See) Soe 82 
Pennsylvania; 
Generales. 3. Sc 163 
Mentalist: 2a fan ss 125 
Rhode Island: 
General__..--2-2--2- 88 
Miemiga beret = ft sneemenn oe 
South Carolina 
Generales... 2s.-528 37 
1G Wey oh he's nly eae oti a 
South Dakota: 
Generac Sess 90 
Mien ali = ers es 105 
Tennessee: 
Generale boc. eh 166 
Mentale: ssscs2.22225 55 
Texas: : 
Generals 2 2. Se Foe 318 
Mental. #3203 eee 194 
tah: 
Generals 2.22 42. bees 18 
Mentalicc. sinc. lake 25 
Vermont: 
Generale... 2.22. 2-222 17 
Mientalens. 2.55. smas|2en ce 
Virginia: 
Generals 2225-222 152 
Mientah«.2. 222. 2-2es 92 


type of control 
Coun- City-| Pri- 
State | ty | City | coun-| vate 2 
ty 

50 |< 105! » 85'|s._--. 851 

7 7 57(12)| a oe.) | Pa 65 

ae V4T sc vee se 22 
Ef eae Se a Soper a ee oe 

< eem O 45 1Oi sa o£ 439 
OO) seca. oe Be ee ee 

eS. A 2367) (3515 |S lek, S38 

3,693) 1 399\ 2. .2l_- 222 74 

4 16 6 @ 104 

ASOM es 2a Slee ee eee sae 7 

eee 994 |2,065 |_._.--| 6,464 

2009S tier 2. hoc seal se oe 478 

29 | 293 65 26 923 

426 tle ce le es ae pees anes 75 

WS sal fal iets = Sr SOR Seaes! 649 
(ay 2 4 ete peepee al URE 1) SRS IN ta 

80 206 294 2} 3, 474 

ai aie |, Rr ea 167 

89 41 Desc ces 662 

L SOS ose ee sees 10 

117 34 bs ee 645 

S264. ele eee. ee 129 

aig) | Neem 420 tow.) 5, 358 

T, 90H So Oe eat 310 

ge 1 aa a S| 381 

SOOUlE= 2p salen asl econ oe 66 

ees 163 26 52 282 

(C2 am (vis | Deere 7 aR 21 

eS 9 25) [Seco 494 
(7540 | ma | [Reso (Sats (| oe i ae 

eel ie he 119 18 698 

523 Proday yeas 2 oe 30 

83.| 319] 90] 161 | 1,894 

cis C0 RRS 4 Drea eee 45 

Cae 696 5 8 150 
Po Al LL ei Hare Ny 4 | rw gi, [vo ama 

Sees ee ee Se ea 240 

QP gee acre lee 130 

174 1 46 1 796 

ESC €| Pata sag none a 13 


See footnotes at end of table, p. 203. 


1, 140 
1, 792 


179 
127 
§11 
919 


2, 494 
4, 297 


170 
193 


10, 137 
20, 934 


1,357 
1, 503 


737 
624 


4,218 
7, 727 


1, 082 
1, 874 


856 
1, 037 


6, 213 
8, 341 


960 
432 


560 
21 


618 
794 


1,073 
893 


2, 865 
1, 277 


877 
396 


257 
130 


1,170 
2, 004 


6, 598 
6, 759 


710 
408 


1, 768 
3, 312 


12, 967 
19, 701 


1,814 
1, 419 


47, 046 
96, 507 


12, 488 
11,474 


4,135 


3, 216 | 


21,333 


32, 430 | 


5, 788 
9, 708 


4, 026 
3, 797 


33, 255 
39, 294 


3, 109 
2, 529 


5, 195 

28 
2, 325 
3, 267 


8, 479 
5, 397 


24, 019 
12, 314 


4, 636 
2, 521 


1, 226 
487 


11, 013 
12, 459 


over 
17.3 | 80.9 | 49.2 
26.5 |127.1 | 60.4 
25.2 {137.7 | 35.7 
31.1 | 97.7 | 20.5 
28.9 | 88.1 | 33.8 
27.8 {158.4 | 63.3: 
19.2 | 56.0 | 25.6 
21.8 | 96.6 | 38.9 
16.4 | 50.1 | 24.8 
13.6 | 52.2} 19.4 
21.6 | 72.8 | 31.0 
21.7 |150.4 | 63.6: 
10.9 | 55.6 | 30.5: 
13.1 | 61.6 | . 28.0: 
17.8 |144.5 | 66.7 
19.4 [122.4 | 51.9 
19.8 | 54.4 | 25.6 
23.8 | 99.7 | 38.8. 
18.7 | 53.0 | 26.1 
19.3 | 91.9 | 43.8 
21.3 | 57.4 | 25.2 
27.3 | 69.6 | 23.8 
18.7 | 65.1 | 31.3: 
21.2 | 87.4 | 37.0: 
30.9 {128.0 | 39.9 
17.1 | 57.6 | 32.4 
10.8 | 45.5 | 24.4 
26.6 {104.7 | 35.8 
24.3 (134.6 | 50.3 
12.7 | 43.8 | 25.6 
16.6 | 36.4 | 16.3 
119: | 4007 1, ued 
10.6 | 22.1 | 15.0: 
18.9 |186.6 | 63.4 
15.7 | 84.3 | 34.5 
21.0 | 65.9 | 32.7 
10.6 | 51.1 | 32.9 
16.1 | 87.5 | 37.2 
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TABLE 17.—Patients 65 years and over reported in general and mental hospitals by 
type of control, by State, 1953 \—Continued 





Number of patients 65 years and over by Pa- 
type of control Total Per- | tients| Total 
pa- Total | cent |65and| pa- 
tients pa- of | over |tients 
State and type of 65 and | tients | total| per | per 
hospital Fed- Coun- City-| Pri- over- re- pa- | 10,000] 10,000 
eral | State | ty | City | coun-| vate 2 re- ported | tients|popu-) total 
ty ported 65and|lation|popu- 
over |65and|lation 
over 
Washington: 
Generate 2 2... 188 46) 388}. ee - 3| 1,010] 1,635 | 7,638 | 21.4] 70.5] 31.8 
Montale. 2 oe Gi Oeoisitse fe A 17'| 2,626 | 8,257 | 31.8 j118;2 | 34.4 
West Virginia: 
Generale: See 131 Wes 26 hs) | ae Te 966 5,916 | 16.3 | 69.0 30. 6 
Mental. So). 4 Le eee S| a ieee 1,040 | 4,022 | 25.9 | 74.3 | 20.8 
Wisconsin: 
General. _ 42 2025222" 215 114 345 85 13 2, 142 2,914 | 12,009 | 24.3 | 87.2 34. 2 
Mental-=.2- seo. ce 99 SLOW Se ZL esas eee 169 3, 797 | 15, 381 | 24.7 |118. 7 43.8 
Wyoming: 
Generale 8. 23 255.28 20) eee Oi ee alee 75 162 906 | 17.9 | 77.1 | 30.7 
Mientale: 62 2 es 5s be 106 COAL) |S caer (eR a en ae |e eRe 825 | 1,715 | 19.0 1154.8 | 58.1 
District of Columbia: 
Generalé = Se2~ So 555* SOE |e ata5 = ee ona O9 = eae 286 465 3,311 | 14.0 | 72.7 41.4 
NMentala ==... 8S <2. (3) es | ee Pe eS | eS as Ba I be ee Soe | es ee 


1The 5,448 hospitals included are those that are registered by the American Medical Association- 
and that replied to special questions in their annual census of registered hospitals. Because age data for 
nonreplying hospitals was not available by State, patients are probably underreported in certain States. 

2 Refers to all nongovernmental hospitals regardless of type of business organization. 

3 Information not available. 


Source: Unpublished special State tabulation from study reported in Age and Sex Distribution of Hos- 
pital Patients, Bull. 97, Bureau of Medical Economie Research, American Medical Association, 1954, as 
printed in the Council of State Governments, The States and Their Older Citizens (Chicago, 1955), 
pp 151-153. 


TABLE 18.—Distribution of population 65 years and over, by type of general hospital 
service area, 1950} 








Population 65 years Percentage distribution 
and over 
Total pop- ten ey, = 
Type of area ulation 
Percent of Total pop- | Population 
Number total ulation 65 years 
and over ! 
TRO Ga Gee ee eee ee 150, 697, 361 12, 269, 537 8.1 100. 0 100. 0. 
ASC eee es le Nee SD 62, 406, 263 4, 866, 499 Coser 41.4 39. 7 
Intermediates =. _.2-2-- pets VE ce 54, 626, 190 4, 455, 401 8.2 36. 2 36. 3 
Rural:. 22... eee 33, 664, 908 2, 947, 637 8.8 22.3 24. 0 





1 Significantly different from distribution of the total population, by the chi-square test (P<.001). 
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Source: General Hospitals and Nursing Homes. Public Health Monograph No. 44, U.S. Deapartment 
of Health, Education, and Welfare, Public Health Service Publication No. 492 (Washington, 1956), p. 20. 
A hospital service area takes into account factors which include size and distribution of population, geo- 
graphic contours, transportation facilities, general trade patterns, and hospital utilization practices. Most 
States follow county lines with a single county or a combination of counties making up an area. 

Base areas must contain a teaching hospital of a medical school suitable for use as a base hospital in a co- 
ordinated hospital system, or have a total population of at least 100,000 and have, on completion of the 
hospital construction program, at least 1 genera] hospital with at least 200 beds furnishing internships and 
residencies in 2 or more specialties. 

Intermediate areas must have a population of at least 25,000 and contain, on completion of the hospital 
construction program, at least 1 general hospital which has 100 or more beds and would be suitable for a base 
hospital in a coordinated hospital system. 

Rural areas make up-all other general hospital service areas which are developed by the State agencies. 

Of the total of 1,932 genera] hospital service areas, 112 are baseareas (serving 41 percent of the population), 
566 are intermediate areas (Serving 36 percent of the population), and 1,254 are rural areas (serving 22 percent 
of the population). 
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CuHart 5.—AVERAGE AVAILABILITY OF GENERAL HOSPITAL AND SKILLED NURSING 
Home Breps AmMone GunerRAL Hospitrat Service Recions, Wits DirrerEnt 
SOCIOECONOMIC CHARACTERISTICS 


General Hospital Beds HUES. Hows Napa 
‘per 1,000 population per l, population 
FRC oalas 0 “i rd 3 4 B= 1028. O59 O20 SEEN 1250 
REGION [ site! 
Under $500 3 85 
$500-999 [3.15 
$1,000-1,499 [£3.38 


$1,500 & over fi 4.12 


PERCENT OF 
POP, 65 YEARS . 
AND OVER 


Under 6.0 23.4 
6.0-7.9 F:3.7 
8.0-10.9 3.8: 


11.0 & over §:4.0: 





PROFESSIONAL 
NURSES PER 
100,000 POP. 


Under 150 £22.93 
150-299 E:3. 722 aS 


300 & over £54. 





Source: General Hospitals and Nursing Homes. Public Health Monograph No. 44, U. S. Department 
of Health,’Education, and Welfare, Public Health Service Publication No. 492 (Washington, 1956), p. 32. 

A general hospital service region consists of 2 or more general hospital service areas either having or an- 
ticipating 2 or more hospitals capable of working together to provide better patient care. A general hospital 
servicearea takes into account factors which include size and distribution of population, geographic contours, 
transportation facilities, general trade patterns, and hospital utilization practices. There are 1,932 general 
hospital areas in the country and making up 379 hospital service regions. 
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‘TasLe 19.—Disiribution of general hospital and skilled nursing home beds, by per 
capita income of general hospital service area by type of area, 1 953-54 





Number of beds Beds per 1,000 
Total population 
Per capita income of area, 1950 population, 
950 


General | Nursing | General | Nursing 
hospitals | homes | hospitals | homes! 


| [| | 








J) oS AL BR ae 150, 697, 361 | 564,826 | 171,106 37 1.2 
Teceetien $000. -.-......--o-s eeeee ERS eee 2,966,957 | 4, 928 353 ui i 
8) cs Ie a aE a eam cai epee paar eer 30, 303,810 | 80,878 | 14,356 2.7 15 
MimiMioniotsl 4000. Pg ee te 61, 923,327 | 236,935 | 80, 500 3.8 13 
bow amel-OW EIS: t Joos 6 Sood ooh eee ee 55, 503, 267 | 242, 090 75, 897 4.4 1.4 

Base aveas. ta JO Ade Nt Be 62, 406, 263 | 278,302 | 76, 071 4.5 8 
S50 toiso09 | OS LE Se eee ae 435,925 | 2, 045 319 4,7 ol 
SEE Miso 0 Sanne Sais UNE ee OS A cl 16,156,666 | 71,784 | 15,632 4.4 1.0 
Si niand over... | et Meer OT th ee 45, 813,672 | 204,473 | 60, 120 4.5 1.3 

Hnbermediaterareass = oo 4: seenee 222 eee 54, 626,190 | 194, 801 69, 884 3.6 1.3 
Geecot nansuonids) eee Oe ET at 433, 911 769 0 1.8 .0 
TOTES aoe eke alien a SEIS 2 11,808,398} 34,627] 5,023 2.9 “4 
TT So a ES ARE 33, 105,624 | 123,431 | 49,530 3.7 1.5 
CSU etl eayy crema ties ote ere nek et een 9,278,257 | 35,974 | 15,331 3.9 Ly 

Rurabsrcss) A PES 33, 664,908 | 91,723 | 25, 151 2.7 8 
Bess frente OO NY Le 2,533,046 | 4, 154 353 1.6 1 
S500 Topo et Ee Le 18,059,487 | 44,206} 9,014 2.4 15 
S100 Go ciate. Pe Ble Oy te 12) 661,037 | 41,720 | — 15,338 3.3 1.2 
SLodeadoner 114s 2 bP ld ie. 411) 338 1, 643 446 4.0 fel 


1 Bed ratios for national, base, intermediate, and rural totals are computed on estimated total Spe 
of beds (of table 3) rather than on actually reported beds as shown here. 


Source: General Hospitals and Nursing Homes, Public Health Monograph No. 44, U. 8. Department 
of Health, Education, and Welfare, Public Health Service Publication No. 492 (Washington, 1956), p. 26. 


208 STUDIES OF THE AGED AND AGING 


TABLE 20. Distribution ofgeneral hospital service areas of each type, by relative avail- 
ability of general hospital beds and percentage of population 65 years and over 





Number of areas 





General hospital beds for 1,000 Percent of population 65 years and over, 1950 
population in area, 1953 





Less} 5.0 6.0 7.0 8.0 9.0 | 10.0 : 12.0 | 14.0 
to to to to to to to to and 
5.0 5.9 6.9 7.9 8.9 9.9 | 10.9 13.9 | over 

















All areas 

Total 22: - 25) eee hie 1,982 | 103 | 157] 252] 264} 2931 268! 263] 177} 126 29 
INGI1O beeen oe te eee ee 79 2 14 12 17 11 10 6 4 1 74 
Hecs than PO. det ee 49 I 4 9 § 10 3 8 4 3 2 
OGOn 1.03 oo eee eo cee ee 291 21 23 46 42 44 32 37 26 16 4 
POGOe 0 Se Sen oO as ee 511 31 45 76 63 62 69 67 53 36 9 
SO GO320 es eee: te pea ee 444 26 24 50 70 65 57 64 42 39 7 
AO GOlAO Ben ee ee 278 12 19 33 34 46 51 39 24 16 4. 
SOUS OO seks so a pe oe oe 153 5 19 13 18 33 24 21 12 7 1 
G:0'00) Gi9d = Sess 5 Pee ek 49 0 4 2 7 5 10 12 7 2 0: 
(0 BNC OV Clan {= ce hs2 keen ee 78 5 5 11 8 17 12 9 5 6 o 

Base areas 

i Noy i area REP eee 112 6 15 19 22 21 16 7 3 3 0 
IN OTO ese oa ea ee 0 0 0 0 0 0 0 0 0 0 0 
Wess thane. . <. ocdcaeececcee toe 0 0 0 0 0 0 0 0 0 0 0 
Ot Ou EO R26 gos: a. Se eee ee ee 0 0 0 0 0 0 0 0 0 0 0 
ZOstOroiO be pe 8 oS aoe te eee 6 0 1 Ye 1 0 1 1 0 0 0: 
SOLO OS setae Soe eee 32 3 4 4 a 6 6 0 1 1 0: 
BORE ORAL Oo io Seconencrecncrsnctoriare ere eee 40 1 3 9 10 6 4 5 ] 1 0: 
OOM Or Oa ace ee a ans 16 2 4 1 Oy 5 0 1 0 1 0 
GONEGR OO ae ee oes 5 0 0 0 2, 1 2 0 0 0. 0 
CO@NCIOVELS Se conte ol eee 13 0 3 3 0 3 3 0 1 0 0 

Intermediate areas 

MO telicse-. =e oe 566 34 56 73 67 96 88 76 51 21 4 
INOne2> et... ie ee eee 3 0 0 0 0 0 0 2 0 0 1 
essithan WQs....32 26. sec eee S 0 i 2 0 0 0 0 0 0 0 
1 ECU Foal GY eer aly Se en eee og eke 45 6 8 5 5 9 1 6 3 2 0: 
DIOEEO ME Owe eens se he Cae eh nae 144 12 25 ot 18 15 19 10 14 3 i 
S00 S Oise a5 see ee eee 145 10 6 16 20 27 23 21 14 8 0: 
A OitOra 9) 22. See ee 126 5 9 13 12 22 29 18 12 5 1 
HO RCO eo Oe eck es meee 61 0 6 6 7 13 10 11 5 2 x 
6: O8002 6.0 se se es eee 14 0 1 0 2 3 3 4 1 0 0: 
WOlANG COVED Geo. <2 eee ee 25 1 0 4 3 i 3 4 2 1 0 

Rural areas 

‘Rotalte = Ss Set ee eee 1, 254 63 86 | 160] 175 | ¥76 |. 164] 180} 123] 102 25. 
INGNG=- os 22 ao ek SR eee 76 2 14 12 ig li 10 4 4 1 1 
‘ess ithanwQ. ee eee ees 46 i 3 7 5 10 3 8 4 3 2 
EO tO MOL St ee oe oh ere eens 246 15 15 41 37 35 31 31 23 14 4 
DOO 20 See seen ee eee eee 361 19 19 47 44 47 49 56 39 33 8 
SOMO SO eee ee ee Cee 267 13 14 30 43 32 28 43 27 30 T 
A OMOiAO ee see one eee 112 6 7 11 12 18 18 16 11 10 3 
SiOetoro Oe ees eee ees 76 9 6 9 15 14 9 i, 4 0 
CSO CONGO Bo eo ee een 30 0 3 2 3 1 5 8 6 2 0 
“OFAN OVER Sool os See ae 40 4 2 4 5 th 6 5 2 5 0 


Source: General Hospitals and Nursing Homes, Public Health Monograph No. 44, U. S. Department 
of Health, Education, and Welfare, Public Health Service Publication No. 492 (Washington, 1956), p. 43. 
A hospital service area takes into account factors which include size and distribution of population, geo- 
graphic contours, transportation facilities, general trade patterns and hospital utilization practices. Most 
States follow county lines with a single county or a combination of counties making up an area. 

Base areas must contain a teaching hospital of a medical school suitable for use as a base hospital in a 
coordinated hospital system, or have a total population of at least 100,000 and have, on completion of the 
hospital construction program, at least 1 general hospital with at least 200 beds furnishing internships 
and residencies in 2 or more specialties. 

Intermediate areas must have a population of at least 25,000 and contain, on completion of the hospital 
construction program, at least 1 general hospital which has 100 or more beds and would be suitable for a 
base hospital in a coordinated hospital system. 

Rural areas make up all other general hospital service areas which are developed by the State agencies, 

Of the total of 1,932 general hospital service areas, 112 are base areas (serving 41 percent of the population), 
566 are intermediate areas (serving 36 percent of the population), and 1,254 are rural areas (serving 22 percent 
of the population). 
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TABLE 21.—Distribution of general hospital service areas of each type, by relative 
availability of skilled nursing home beds and percentage of population 65 years 


and over 





Skilled nursing home beds per 


1,000 population in area, 1954 | Total 


INOQMC2 soe = eee oe ae 
Wess GhaniQss so. 5-2 oo 
MCOs Ome meee. ween LR 


© 
B 
Qu 
° 
<= 
fc) 
3 








Less 
than 
5.0 


QOoooococoownhbdts 


CSCooceooe He NAS 





Number of areas 


Percent of population 65 years and over, 1950 


5.0 
to 
5.9 


ooOorrnmworc 


ecooooocoreWwona 


eooooor}tos 


SSeOoCOCKNDrWae 


1 


CORB EW WON 


8 20 24 
8 19 iy 
ial Hi) 13 
1 6 ig) 
3 5 5 
0 3 6 
0 0 0 
Base areas 


eCoooorwon Pon 
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TABLE 21. Distribution of general hospital service areas of each type, by relative avatl- 
ability of skilled nursing home beds and percentage of oleate’ 65 years and 
over—Continued 


Number of areas 

















Skilled nursing home beds per Percent of population 65 years and over, 1950 
1,000 population in area, 1954 
Total 
Less | 5.0 6.0 7.0 8.0 9:05 | 100.) LEO s) 22.00) 14:0 
ie to to to to to to to to | and 
5.0 5.9 6.9 7.9 8.9 9.9 | 10.9 | 11.9 | 18.9 | over 
Rural areas 
Motalasas coon bee eee eacee. 1, 254 63 SON eLCON Zo) woul GLa) 180 ue Zoo? 25 
Cid Ree Ree eee aed ee 773 53 TEN UB | TIE, | AL 93 76 38 88 9 
Less thal OLDE oe dk te eee eee 79 5 8 uh 8 12 13 14 7 4 1 
Qe gbOiOLG ess jae eee ee eee 92 3 0 5 8 13 13 17 19 12 2 
TOS OMli4es ose aoe bees ee its 1 2 3 lah 6 ih 17 12 9 5 
bebop OS se 2 tak eo ee ee 63 0 1 4 2 6 14 13 12 10 1 
AD) HG SOA eas ame erage set SURO. Pe Se 37 0 1 1 2 6 5 8 7 4 3 
EDUC ORL Ot eas Soe e ee ee eee 33 0 1 1 2 3 ip 13 5 2 1 
StL Oot eee eee See eae ee a 52 ut i 3 1 4 6 9 14 li 2 
AP OREO MASON She ae eee See ee oe ee 30 0 0 0 a y 1 10 4 Q 1 
DrOMAU CIO Vere er ak Pot e See 17 0 0 0 0 3 3 3 5 3 0. 
WNOWIts ie eee eee ee en oe 1 0 0 1 0 0 0 0 0 0 0. 


Source: General Hospitals and Nursing Homes, Public Health Monograph No. 44, U. S. Department of 
Health, Education, and Welfare, Public Health Service Publication No. 492 (Washington, 1956). A 
hospital service area takes into account factors which include size and distribution of population, geographic 
contours, transportation facilities, general trade patterns and hospital utilization practices. Most States 
follow county lines with a single county or a combination of counties making up an area. ; 

Base areas must conta‘n a teaching hospital of a medical school suitable for use as a base hospital in a co- 
ordinated hospital system, or have a total population of at least 100,000 and have, on completion of the hos- 
pital-construction program, at least 1 general hospital with at least 200 beds furnishing internships and 
residencics in 2 or more specialties. 

Intermediate areas must have a population of at least 25,000 and contain, on completion of the hospital-. 
construction program, at least 1 general hospital which has 100 or more beds and would be suitable for a 
base hospital in a coordinated hospital system. 

Rural areas make up all other general hospita} service areas which are developed by the State agencies. 

Of the total of 1,932 general hospital service areas, 112 are base areas (serving 41 percent of the population), 
566 are intermediate areas (serving 36 percent of the population), and 1,254 are rural areas (serving 22 percent 
of the population). 
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TABLE 22.—Distribution of skilled nursing homes and beds, by type of ownership, 
by State and Territory, 1954 









































Number of homes Beds 
Type of ownership Percent distribution by 
State Total type of ownership 
Total number 
Propri- | Volun- | Public Propri- | Volun- | Public 
etary tary etary tary 
Total. 51 States and Terri- 

tories reported 1___._____-- 26,539 | 5,953 387 198 | 3171, 816 70.7 13. 8 15.5 
PALO aT els pe ee ee ak. op A 67 59 48 — 1, 446 =: oo oe 
Js TTZONERE ies ee Se ae een ee a 7 0 0 132 | 100.0 0 0 
PANS KEUNG Sas eae SU es 61 54 5 2 1, 281 aliens 8.6 20.1 
@amiormiaas Bees o.5 54S ee eee 573 530 23 20 12, 806 74.3 7.6 18. 2 
@Golorad@zeh Beek sie See 52 47 4 il aes 89.5 Duo 5.1 
Gonme chicas. 25 ae Pe ee 193 186 6 J 4, 868 91.8 6.8 1.4 
Welawanee peewee ae 0 Ses ere 1 0 i 0 44 0 100. 0 0 
Distriet of Cohimibigel == 5.2225 7 4 3 0 311 15.8 84. 2 0 
(ORIG atone wees cae ee 43 42 1 0 3 475 — —- — 
GleOne tee eee hs 8 ae 56 47 8 i 1,822 63. 9 35.0 Te J 
GO ee See oe Oe eee eS Se I 0 i 0 36 0 100.0 0 
PPR O12 e Breah e e e=  ae 527 481 14 32°] 3 16, 753 61.0 8.3 80. 8 
DAG Aen ee pee ee ee Oe Ws £75 0 0 3, 035 100. 0 0 0 
OW AA eee ee Ree ae ey ee 278 247 30 j 6, 303 69. 8 29.9 505 
WAR CA SE ee nee os ee ee re he 5 44 4] — 118 — — = 
(GY OUISTES HG Ysa BOR ey pee eee Os 53 47 6 0 1, 631 79.7 20. 3 0 
INIGEn Vader ee ciate ape kere eT ti nee Pen ae 189 187 Z 0 2, 491 89.0 11.0 0 
iNbomyl aT legs sore os Rees ek 112 103 8 1 3, 604 79.0 7.9 13.0 
MO SSaCMUSCLiSe = ene See 484 468 14 2 10, 854 O17, 6.6 1.7 
INDiGiIGA neta. © 3.255 ts oe ere 458 394 29 35 14, 256 61.1 13.8 35. 1 
ITTEIESO tae ates = ee Se Ie oe 5) eee oe 178 P52 17 9 4, 242 65. 5 26.8 bak 
INETSSISSIp)[) Tee ae = Sek 2 0 0 2 3 24 0 0 100. 0 
HVA S SO) nls eines NS Sees eater Eek os 95 ade 18 0 3, 832 55. 7 44.3 0 
IVigntandesss 2 s2— af i Oe an SS 8 7 0" 1 289 83. 7 0 16.3 
INTC loTaS Katee ben eh easels eee 3 0 3 0 440 0 109. 0 0 
ING VSG as Sets en 5. eee cates 10 2 0 8 239 23.0 0 77.0 
New: Hampshire: 2.5 2525 2-2 75 69 3 3 1, 681 72.0 5.6 22.4 
ING Wid CLS@y see aver sea ee ants sas ee 147 118 ile 12 5, 220 56.8 14.3 28. 9) 
INiewe Mie sicose. £s:- Sul 2e2 tn soe 36 34 0 2 547 63.3 0 36. 7 
INIGW: S150 Kae reel Se oer te 767 739 Wel 11 ADs, HAUG 80. 4 3.8 15. 9 
INiOEGhaCArOlna esses a sees See 4 2, 2; 0 59 62. 7 37.3 0 
INortheDeakotas 2 see ess 4222-22 7 5 2 0 143 63. 6 36. 4 0 
Ohi Ose see Tee eee Ve eee 471 418 53 0 12, 838 66 9 Souk 0 
Ok ah Om ashes s es eee wa a te 109 102 6 1 1, 927 86.8 Diet 2aiu 
ORS OI eae as eee se ee 1A 159 6 5 3.914 81.3 4.3 NB 
IPEDUSVlVailare.s Neos oe LE ee 146 115 0 31 7, 448 36. 2 0 63.8 
EVO Gems amg aes aut tee Sk 40 39 il 0 642 98. 1 1.9 0 
Souths Garoltnqas 2.252562 J25 ee 29 26 2 j 61 71.8 21.0 7.1 
SOUp Me DOKOUAS <2 secu at Sem aan ee 2 2 0 0 18 100. 0 0 0 
Me nIieCSSCesee ese ee dese ee 29 26 3 0 700 80.3 Oe, 0 
GES Oe cae eg? Sere es 120 114 6 0 2, 683 90.1 9.9 0 
Winanesnreetree ot eres Se as 3 i 2 0 73 US Uf 86.3 0 
WWiGTIMOMG iia te ane et eee. ee 82 78 4 0 841 90. 0 10.0 0 
AW Sling os Es Be ae eee aed tin 144 134 a 3 3, 129 TORS 9.4 17.8 
Winshimegome te sae tu eel see 298 264 26 8 8, 964 en) ig 3.9 
WeSte Valet ee eee eee Fe eee oe 51 43 6 2 1, 697 66. 4 8.7 24.9 
NVASCONSIM ete sere ee ak oe 152 133 18 1 4, 267 61.6 37.5 4) 
NEVO 1M Gee a eee kee ee 13 iu! 1 1 151 68. 2 18. 5 13.2 
psi cliente tus ars te eee ee oe 0 0 0 0 0 0 0 0 
IRLAW Al 2 a2 Soh Sn Soe ee eee te 3 iL 1 1 366 .5 Lot 87.7 
IB UMCHUOMRICOse oes oe ee See 2 0 2 0 66 0 100. 0 0 





1 Virgin Islands did not report. Kentucky’s total of 149 homes with 2,604 beds could not be classified by 
type of facility, for lack of information on level of service. 

2 Includes 1 home (22 beds) of unknown ownership. ‘ ; 

3 Incomplete figure. Number of beds not reported for some homes (21 homes in Florida, 28 homes in 
Illinois, 1 home in Mississippi, and proportionately negligible numbers in 5 other States). 

4 Probably incomplete. ; i, 

5 May be underreported since a considerable number of homes were not identified as to type of facility. 


Note.—A dash (—) represents ‘“‘not known.”’ : ; 
Source: Solon, oe aid Anna Mae Baney, Ownership and Size of Nursing Homes, Public Health 
Reports, vol. 70 (May 1955), p. 439 (table 1). 
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TABLE 23.—Comparison of skilled nursing home bed-population ratios relative to 
total population and aged population, by State, 1954 





Beds per 1,000 } Rank order of State 








Popula- population bed-population 
Civilian | tion 65 Skilled ratios ! 
popula- |years and} nursing 
State tion (in | over (in home 
1,000’s), | 1,000’s), beds Total | Popula- | Total Popula- 
1954 1953 popula- | tion 65 | popula- | tion 65 
tion years and; tion J|years and 
over over 
Totals eee noe 159, 084 13, 324 | 171, 106 11 HIPS aati = etl | ot Be a 
AJe@balne?-<-.-s2ssees5 ss esseese 3, 100 208 1, 401 .5 6.7 33 32 
ATION G. tesa se ee Sees] a= eee 974 51 132 Fi! 2.6 42 42 
Arkansast<- 522-220 ato bse 1, 891 159 1, 281 a 8.1 28 27 
California: 284.222 Sees See 12, 213 973 12, 439 1.0 12.8 18 19 
Golorado:.3.2..5-s4 eso 1, 408 126 1, 745 2 13.8 15 17 
Connecticut4-.... 4224-25-23 == 2, 210 202 4,472 2.0 2251 9 7 
Delaware: 6.8s.-- ea 362 28 44 ml 1.6 43 43 
District of Columbia_---------- 820 64 271 :3 4.2 35 37 
MIOnGA 33-4228 2-+ Se cekeeeeeeee 3, 436 271 946 .3 3. 38 38 
Georcia.i.fecse2 sb ecn sae 3, 561 236 ibs (ev 5 7.6 30 30 
Td anon. b8 6h en = SR 611 48 36 il Bs) 46 45 
MhBoig 22220 EM eee ee 9, 106 835 16, 517 1.8 19.8 10 10 
jndignase. e822 - Ae esse 4, 203 383 3, 035 rar 7.9 26 28 
Towauc- st 8.2 see eae 2, 636 280 6, 277 2.4 22.4 5 6 
Kianisasiat eon ecb tet te Se 1, 972 205 118 i .6 45 46 
Weontickey ea: 4s es ae 2, 928 239 1, 279 .4 5.4 34 33 
otiisiana ss -Sser. 63-22 oo4 ees 2, 901 193 1, 631 10 8.5 29 26 
Miaincgh { eeaeks cael Sees 916 94 2, 441 Da, Tj 26. 0 3 5 
Nranyland Ses 2 Fr Soe 2, 522 175 3, 447 1.4 19.7 13 11 
Wiassachusebts: - <=. 2-25-2222 4, 906 513 10, 841 222 21 6 8 
Michiganeg i2: oc soa 2 Sees 7, 010 523 14, 256 2.0 Died 8 3 
Miinnesotas os. < 7-222 e ase as 3, 098 291 4, 242 1.4 14.6 12 16 
INDISSISSI DDI. = 2-2 sone eS 2, 180 154 55 .0 .4 48 47 
IMISSOUTIZ Sse. 8 oe eee eee 4,115 433 3, 832 .9 8.8 20 24 
INontanar. 232.22 see ose oe 624 57 289 5 5.1 32 34 
INebrasKkies -eeecchs-s- enema 1, 358 141 440 .3 ais I! 36 39 
Wievad ae. ees se ese ae ee 209 13 239 ideal 18. 4 a7 12 
New: Hampsittirés. 2. 2222 -222-- = 528 58 1, 669 3. 2 28.8 2 2 
INGWrUGISe Vasco oe ee Stee 5, 174 445 4,973 1.0 LED 19 22 
New Viexic0t2. oes e esa cee a2 37 547 ff 14.8 25 14 
INGWay One 2 oF See hae 15, 368 1,392 20, 539 11583 14.8 14 15 
INOrtni@ arolimas posse asa ee 4, 162 244 59 .0 a2 49 49 
INGréh Dakotaeo-2 oe. Se 635 51 143 Av 208 40 41 
OMS SE ee oe eee eee 8, 535 775 12, 838 1,5 16.6 11 13 
Ofahonige2220.b ete oes oes 2, 232 204 1,915 .9 9.4 22 23 
Onevone t= Faas eee 1, 634 149 3, 914 2.4 26.3 4 ‘ 4 
Bennsylyania= 2-4 Bose sf Ses 10, 755 954 7,448 aff 7.8 27 29 
Rhode Island... 222.527 .2-2- 790 (83) 642 .8 8.6 24 25 
South Carolinas. 2. 22222225 Oe 2470: Oe 574 58 4.7 39 35 
South Dakota--2 5-222 -225-= - 659 59 18 .0 58 47 48 
Meannessees see. as See = Eee 3, 344 245 700 .2 2.9 41 40 
(REN AS tee e oe eee eee 8, 240 577 2, 643 3 4.6 37 36 
Witt ss 22 ee Rie ae ee 753 47 73 yl 1.6 44 44 
Wermonty ee). sa wee Poe 383 39 797 2.1 20. 4 7 9 
Warginigust2. 4 co oh ees 3, 418 229 3, 129 .9 13h. 21 18 
Wieshinetomet... tk ele 2, 459 232 8, 964 3.6 38. 6 1 1 
West Vinginig= .) Soe ees 1, 946 140 1, 665 .9 11.9 23 21 
WaAscOnsiiu st: eS ee ee tes 3, 574 334 4,212 194 12.6 16 20 
Wyoming oe. sees ee ee 302 21 151 5 dae 31 31 


1 Ranked from 1 to 49 with ‘‘1”’ assigned to the State with the highest ratio. 


NotTr.—Source of population figures: Provisional estimates of the civilian population of continental 
United States, by regions, divisions, and States, and of Alaska, Hawaii, Pureto Rico, the Canal Zone, and 
the Virgin Islands: July 1, 1954. Current Population Reports, series P-25, No. 104, Washington, D. C., 
U.S. Bureau of the Census, Oct. 25, 1954; estimates of the civilian population of States, by broad age groups 
re uly 1, — —- Population Reports, series P-25, No. 106, Washington, D. C., U. S. Bureau of the 

ensus, Dec. 6, 1954. 


Source: General Hospitals and Nursing Homes, Public Health Monograph No. 44, U. S. Department of 
Health, Education, and Welfare, Public Health Service Publication No. 492 (Washington, Government 
Printing Office, 1956), p. 37 (appendix table 2). 
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PART IV. Economic Data on Mepicat CARE 


TasLE 25.—Percentage distribution of persons, by level of gross total charges for all 
personal health services, by age (percentages may not add up to 100 because of 
rounding) 





Percent distribution, by age 

















All per- | Under 6.|. 6 to 17 18 to 34 | 35to 54 | 55 to 64 | 65and _ 

Gross total charges sons Gializet (1,852 1 (1,959 1 (2,336 1 (780 1 over 
(8,898 !) | persons) | persons) | persons) | persons) | persons) | (767 1-per- 

sons) 
Wo gross charges... 22.2 2 30 35 36 28 26 26 28 
nde $46 see eke ee 38 47 43 37 36 32 32 
SAG CORp Odie ee. Se 14 10 11 13 16 17 ley: 
DUS ONS! OL ene en a bar 10 6 a 18! ik 11 11 
HGS ANG OVEl se eee 8 2 4 dh 11 3; 13 

Gross charges unknown_-______- (?) (2) (2) (2) (2) () (2) 











1 Figures equal 100 percent. 
2 Half, or less than half, of 1 percent. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medica! Costs and Voluntary Health Insur- 
ance: A Nation vide Survey (New York, 1956), p. 151. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1958, and is based on single interviews in 3,809 families (8,846 individuals), including 767 
persons aged 65 and over. 


TABLE 26.—Distribution of aged economic units (married couples with head aged 
65 and over and other persons aged 65 and over) by paaniey income and by expense for 
medical services, 1951 


[Continental United States; noninstitutional population) RS aa 





Distri- | Distribution of economic unis by expense fo- medical service 














bution of 
Money income economic 
units by No Noex-| $1to | $50 to | $150to| $300 
income Total medical | pense!| $49 $149 $299 and 
services over 
RO Pale tse Spee ee 100 0 100 0 35.0 4.8 23. 8 | --20): 2: \-- » F.6i 7.9 
Wanders 50S 22S eee See 41.3 100. 0 36. 6 4.2 24, 2 20. 6 7.3 iba 
SHOORGO SOOO sos sess cae see 24.0 100 0 34. 7 7.3 26.9 |) - 1852" lath 5. 2 
$15000-00 $1,990. ~ = 222s eee 16.6 100 0 34.1 4.4 2355 23:7 6. 3 8 0 
SOOO COL b2, 099s St te suet Ces 7.5 100 0 39 0 3.1 2256 18.8 8.8 7.6 
SE OOLEO Oso oa eee eae 4.9 100 0 31.7 3.9 21.1 23.0 70 13.3 
SAOO0sbO 90, 990-2. 2 - =o e an see 3.7 100 0 41.6 3.3 13. 4 12.9 9.3 19. 5 
$6;000 to $9,909. =. --- 2. 2-.25-- fel 100. 0 31.5 3.7 11.1 18. 5 17.6 17.6 
$10,000rand OVER 2. - 2228 3--= 22 -8 100 0 PARR al Le ee Lied 15. 2 17.7 24.1 





1 No out-of-pocket expense because of free care, insurance, or payment by other rescurces. 


Source: Data from a special survey conducted by the Bureau of the Census for the Institute of Industrial 
Relations, University of California, Berkeley, to be published in a fortheoming volume, Economic Status of 
the Aged. 
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TaBLE 27,—Mean insurance benefits received per person and per person receiving 
benefits, by age and sex 





Mean insurance benefits 




















received 
: ~ Age and sex egw 
Per person 
Per person receiving 
benefits 
All insured persons (males and females), total....-.........----.---------_-- $17 $116 
War Git WAS 5 LR SN TS els ee ek ee 7 55 
OhtOgl(e Ro ee ee aa cane Sein ee Ltn ae pe Pie ite Bae SI OR Eee a oS) a 11 98 
ISStO; CANS 5 tb eR ee ee ee ee SS eee ee 21 123 
SORUOVOA NSE eo SS ee ere ee A a tel eee canes Oia 19 126 
SORDORO AS ea ots TRS an ee so ee as RR ee Se ide ee se eR 25 149 
Gora) OVERS ka EE. Sts ee En ea 9 SO eR olen ae ES, ee eee 28 150 
insubedtmales Motel. 2 fw Noo) Way as ee A oa el ae 1Zcl 2 102 
Under ts == BGS cere os RE oe yn Re Ba al ee RR ns PSE PR ee RR 9 59 
OS0OME ES Seo Rise 2 Fe COR OL BE ER ct oo hee a ea ty en ee aoe 12 92 
TSM Oi 4 ene eae 2 Oe US Se ae ere Ua Be ae eee aie ee 8 91 
Co aS 0s eS eS Re ER rae Gur eg AG ene Sd hal Oe 16 115 
DONO O4s ee oe re eae SST EL CSET BRS SAS DRT TARE Reg PAP Se Ane AS Se Piet ae 26 161 
OOMATAGRO VEL tee a Aes EEA) Se IE On See e eT) PIES heen ie WAL ree ben Oe eens Ligh 102 
Insured females; totaletis Seo ee ee eee ea Ths ee IS SS a ae TS) SE 21 126 
UDI TH Gy ES BE pet: Sart Se A als Se ce tp es oe a ae 6 51 
Gat O tear as ee ee ne ae ak ne ee ae ee ee ee ee ae 10 105 
I ey LUO aS. pee eats silt, Syne tne weete Awe Bh ereiclg Dc Mea tea thee ete et Ang eect aed 31 132 
BOatO G4 SDA ITE BIL GSES SEAS att EG. 5 Se ey TE at) A eer 23 135 
DOD OVO Ss Soe as aes ee ee eae is a a ie cee SP Slo Pe a ee 24 139 
ObtAMCHOV ER See aoe aos San at eae ee hee oe See ee eee et te Camere 4] 195 








1These meéans are slightly deflated by virtue of the fact that each child born during the survey year is 
treated as a ‘‘whole’’ person, i. e., counted as 1 in computing the mean for the year. 
--Seuree: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956) p. 167. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 19 3 and is based on single interviews in 3,809 families (8,846 individuals), including 767 
= ace) 65 and over. 


TABLE 28. A gpetifiel unmet needs of persons 65 and over in California 


Seoified unmet needs: Percent 


Medical cane aneadrugss... dae S ou a Se ee ee 14 
Clothing % 21 70 Bee Te ee ROE 1S An eka bce ark aan 12 
EAlSe SOCiM ess Sees pero ere ie Bane Sy) Foie eee ore date. ERIE IS teers 


Pelephone si. vat ect BBLS 5 DORR SR oe eng eee 
__Household equipment... Asem Weak San ave ree AE sl ici A OE 
Llospital Conese sue equ e Seah oes wig oes eee eet eames tee 
LS MOLD Io) Gace ca aa SNe paid Renn ceieasn ROR OY Sam Mae Rate am EE ie  SOiy eT oe | 
LaAUnGryy SCRV Oc wi aed <ul ou beedtlaeed ot gold caistinlig’s ted pane 
Other WUIIeS 0 ose a es i ee ee 
Peering iG nator at ei i ee ee a 
OCCT 2 So air 2 ke ign ey a oi ee 
Source: Bond, Floyd A., et al., Our Needy Aged: A California Study of a National Problem (New York, 
1954), p. 34. The study was conducted by the Social Science Research Center at Pomona college. In: 
tensive interviews with &90 specific individuals chosen from 878,000 persons 65 and over in California to 
provide a representative sampling. 
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TasLte 29.—Mean gross total charges per person, and mean gross total charges per 
person incurring gross total charges, by age, sex, and insurance status 














Mean gross total charges per person 
All persons Persons incurring gross 
Age and sex total charges 
All Insured Unin- All Insured Unin- 
sured. sured 
All persons (male and female), total_______ $65 $74 $55 $94 $98 $87 
(IUCN CYP Ost peed ler yeen teen een eastern mare 28 35 20 44 48 36 
GHG ORI Peace A nS ee et hg 38 48 24 59 65 47 
SSC ORS FE RE ee 70 84 51 98 108 80 
ORL ORO Aman sae eene i bebe Poe 80 89 66 109 116 96 
Ont OP OAc ee teen NE 96 106 85 131 142 117 
HoaMOUROVOl. oe a8ee se eee ee 102 111 98 140 140 14] 
INESIES MOOUAl So See oe Sees So eee 51 60 39 78 84 69 
Wit CROs ee See he eet 29 38 19 45 52 33 
GatOnl eee ee eee) SL Ie Bae 2 Ses 35 44 23 57 60 50 
SsUO nodes ek eee ee ere a eae 43 56 27 71 82 54 
SOrtLO roses mee en ee eee ee 60 69 43 89 97 71 
SOntO Ode ce wae eee ene a ee ae 105 66 127 147 99 
Goce dkOver: = 2) ee as 277 270 80 2115 298 124 
Memales, Cocalo senses eee ne ee 80 88 70 106 110 100 
LING (OL ie ppehanea estan seeeticete eet an eee 28 32 22, 43 44 40 
Os OM eS 2S eee Ne ote oe a 41 51 26 61 70 44 
TSS CO Sate oe See ee ee 94 106 75 114 123 98 
SOCLOLO Pas soak ee es ee Ee 100 108 86 125 131 114 
ROMY = een on) See SD eee oe 104 108 100 134 137 130 
GS andl Overs. eee oo ES ee 124 158 112 161 181 152 


1 These means are slightly deflated by virtue of the fact that each child born during the survey year is 
treated as a ‘‘whole”’ person, i. e., counted as 1 in computing the mean for the year. 

2 The dip in charges for males after age 65 cannot be explained on any reasonable basis. Granted the 
adequacy of the method of collecting data, this seeming anomaly must stand as a simple fact. Unpublished 
data from insured families in Boston and Birmingham do not corroborate or deny the above pattern. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956) p. 126. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals) including 767 
persons aged 65 and over. 
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~TasBLE 30.—Mean gross hospital charges per person, and mean gross hospital 
charges per person tncurring gross hospital charges, by age and sex and insurance 
status 


Mean gross hospital charges per person 








All persons Persons incurring gross 
Age and sex hospital charges 
All Insured!| Unin- All Insured!| Unin- 
sured sured 
All persons (male and female), total______- $13 $16 $9 $140 $140 $142 
UnGderG 9). 24 Be se2s.5e Bee ae 5 6 2) 70 12 63 
KE OM eees ee 5 Ps oe ee ee be 6 9 2 103 112 64 
VSO Bahan 25d MUL eee 15 19 9 110 123 84 
elite Oui! 2 ee eee Ol 2S IS oF | eee WN 15 il7f ll 161 165 152 
OE KO 6: oe ee | SS Ee Aa | A 20 24 ‘15 217 205 244 
65and OVer=! =] eee 25 31 22 233 203 254 
Wralesstotals-o- so stress eee 9 12 6 143 142 145 
UnderGt. 2.8 A482. ieee 5 7 2 71 73 62 
Gxtodlieee 2. aco ot 2 ee eee ee 6 9 2 95 102 68 
SebO Stee. 2 BAS Soe seen a Sane 5 8 1 124 139 66 
SOntOOL Aas tee ot Se a See 12 14 9 176 179 166 
HOsbOLO4 nk Foe ee So Ae 18 24 10 24 261 190 
Goan Over = ee See 316 316 AY 3176 3131 211 
Femmbles-totel=<2 zoe eee 17 20 13 139 138 140 
ANC OG 9c beh Se Be Poe 5 6 3 69 We, 55 
GLUON S 2) - = oe ae se a 6 10 2 111 124 60 
Ss6 0: G4a ct See od PR ene 23 28 16 108 120 85 
30 tOVOPEe. c2cub Se Secon Ae ee ok 18 21 14 153 156 145 
DD tO 4s ace een sees sep eae Peer oe ee 22 25 19 203 171 275 
GOAN CR OVOP sce ewes bee ae eh de 32 50 26 275 261 285 


1 Insured persons are persons with hospital insurance at end of the survey year. 

2 These means are slightly deflated by virtue of the fact that each child born during the survey year is 
treated as a ‘‘whole’”’ person, i. e., counted as 1 in computing the mean for the year. 

3 The dip in charges for males after age 65 cannot be explained on any reasonable basis. Granted the 
adequacy of the method of collecting data, this seeming anomaly must stand as a simple fact. Unpublished 
data from insured families in Boston and Birmingham do not corroborate or deny the above pattern. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956) p. 127. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals) including 767 
persons aged 65 and over. 
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TaBie_31.—FPercentage distribution of persons, by level of gross hospital charges and 
age 


[Percentages may not add up to 100 because of rounding] 





Percent distribution, by age 


Gross hospital charges All |Under 6} 6-17 18-34 | 35-54 | 55-64 | 65 and 
per- | (1,1771] (1,852 1) (1,959! | (1,495!] (7801 | over 

sons per- per- per- per- per- (767 3 
(8,898 1!)} sons) | sons) | sons) | sons) | sons) per- 


ee | | | | | | 


INOrenOSSICNATSCSE ©. 22255 Seb eee ee 91 93 94 87 90 91 89 
Winder $40see+.. 2.2 ew PR ote 2 3 2 2 ii 

SAILOR 4 on eee eee eS 3 2 2 5 @3 
SO OubOND I fete ot ee Te eee 3 1 2 5 3 
SOS and OMer.. «aaa ere ae ee ee 2 (?) (2) 1 2 
Gross hospital charges unknown__-_---------- (2) (2) (2) (2) (2) (2) (2) 


1 Figures equal 100 percent. 
2 Half, or less than half, of 1 percent. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956), p. 152. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 3,809 families (8,846 individuals), including 767 
persons aged 65 and over. 
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TABLE 32.— Mean gross physicians’ charges per person, and mean gross physicians’ 
charges per person incurring gross physicians’ charges, by age and sex and insurance 
status 


Mean gross physicians’ charges per person 











All persons Persons incurring gross 
Age and sex physicians’ charges 
All Insured!| Unin- All Insured!| Unin- 
sured sured 
All persons (male and female), total__.__-- $25 $38 $21 $57 $58 $57 
WONGerG2 so 2ad aoe oa he aoa 15 18 11 28 30 25 
GUOd 72. cot Rost st shea nar ch otek 13 16 9 37 38 36 
Stee tas Ao cu Ee pie eet bode 29 35 21 67 73 55 
SOLO TOA Saws oes a es ln Lio A RS Re eer 29 32 25 67 68 66 
DONU OMG Aaa aia nan awe yc oer hare aw omen 35 36 33 76 74 78 
GOaMGEOVEI ss 2ak=~) Sites Haas assess 36 36 36 74 65 78 
RGIS SU OU CIR <5 4a 5 ae neh aE ale eee 19 22 15 51 51 49 
GOT Geis Vie NREL 2 be eh ee 15 19 10 28 31 24 
OnE OCLs naa teed in ae, Shs eee ene 13 16 9 40 38 45 
TSEC ON eA ee Sean Se Sea hae 17 24 9 60 We, 38 
SOU OAS seo Soo Bese eek odoes eases 19 a, 14 54 57 46 
SOOO ee a seme cine wa a ee eet 32 34 29 75 72 81 
GOrON MOVER. 2o2 aseseeceucedaceeuesctes 3 30 327 32 3 68 3 54 77 
Memlales#totales seen wes Sse ose si ese setae 31 33 28 62 62 62 
WinderiG? sn ee seas toe uel eee eae oe 15 16 12 28 29 26 
Git OWN 6 aoe es de dealen ead et eatoree ae 13 16 9 35 38 30 
USI O84 soe oc ese ear accesses se Secu Seka 39 44 33 70 74 63 
SOO ea ba saa sc se en cee eae 39 41 35 7 75 78 
OOtOGES so2552 8 steak tse ese tason ee 37 38 35 77 77 76 
60 ON MOVED: . 2 S23 sock od Seems esas sees 41 47 39 78 V7 73 





i Insured persons are those with hospital insurance at end of survey year. 

2 These means are slightly deflated by virtue of the fact that each child born during the survey year is 
treated as a ‘‘whole”’ persons, i. e., counted as 1 in computing the mean for the year. 

3 The dip in charges for males after age 65 cannot be explained on any reasonable basis. Granted the 
adequacy of the method of collecting data, this seeming anomaly must stand as a simple fact. Unpub- 
lished data from insured families in Boston and Birmingham do not corroborate or deny the above pattern. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956) p. 128. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. ‘The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals), including 767 
persons aged 65 and over. 
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Tap Ee 33.—Percentage distribution of Penns, by level of gross physicians’ charges, 
Yy age 


[ Percentages may not add up to 100 because of rounding] 








Percent distribution, by age 


ae i a 














Gross physicians’ charges All |Under 6] 6 to 17 |18 to 34/35 to 54/55 to 64| 65 and 
per- | (1,1771| (1,852 1| (1,959 1 |.(2,3361| (7801 | over 
sons per- per- per- per- per- (767 } 

(8,898 1)} sons) | sons) | sons) | sons) sons) per- 
sons) 
INIORSROSSICMARGES: so ee ee ee 56 46 65 DM 56 54 51 
ince G4 G=e mre oP tee oes er en oe 28 45 27 25 26 25 26 
SAGRU Onno deme eee eee eee eee 8 6 5 8 8 9 12 
SORGEO SOA eit ee eS PARE oe eee ls 5 2 3 7 6 6 6 
SOS An CLOG a ea es ee 2 (2) 1 3 4 D 4 
Gross charsesmnknowmte =. "bs as (2) (2) (2) (?) (2) (?) (2) 





1 Figures equal 100 percent. 
2 Half, or less than half, of 1 percent. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956), p. 158. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953 and is based on single interviews in 3,809 families (8,846 individuals), including 767 
persons aged 65 and over. 


TaBLE 34.— Mean gross medicines charges per person, and mean gross medicines 


charges per person incurring gross medicines charges, by age and sex and insurance 
status 


Mean gross medicines charges per person 

















All persons Persons ineurring gross 
Age and sex medicines charges 
All Insured!| Unin- All Insured!| Unin- 
sured sured 
All persons (male and female), total___.__- $10 $10 $9 $26 $25 $27 
CRE Ts Ope eee ok tee eee AVE he 6 7 5 15 15 15 
ORL Omi ere = Serna rene nis SEES PES 52 5 5 4 16 16 17 
SEL ORO Sars ee erate Se er Sea orem MANS E 8 8 6 22 22 22 
SECO ere ee eno Baan Se aS ee Mal 12 10 29 29 28 
INS 1h) Ce. Bae ee 2 ee er eae ee 15 ily 13 35 42 28 
(BS) $2 TYG BVO) ( 2) Pa aS or aera pe See Ua 22 23 21 42 40 42 
Mie Mette ee 7 8 6 23 23 23 
USING VS ONG 22 2 = sae aera ee ee ee a of 9 5 16 17 15 
EG: Tf ee ge eS ace ee 4 4 3 16 14 20 
TSS GEG): oY ee as ey et EOD ets Peng ge ee ire we 5 6 5 21 21 21 
BOLO) Os ees e ease awe i Sek oee a se5Sss-t 7 8 6 23 24 21 
CON Ae eee ae ee ee ee ye ee 12 15 8 31 38 22 
(iN) E700) ON PS De ee ee eee We 17 16 37 38 36 
eM ales COUAle areca sa We See See Se 12 12 12 28 26 29 
NON GLORA Geo oe ee er ee eee 6 6 5 14 14 15 
GRU Omi eae ee i et te Se ee eS 5 6 4 iU7/ 18 15 
[RG OL Se eee bdo Pe rar neee eran 10 11 8 22 Pia 23 
a ie clgys eee le a ae ns ent en alert Paes 15 16 14 33 33 33 
OR GAS ere ess SO a en ee 2 eR Se 18 20 16 38 45 32 
Gara ONO CT ese see ee ers Bs ee as 26 29 25 45 43 46 





1 Insured persons are those with hospital insurance at end of survey year. ; 
2 These means are slightly deflated by virtue of the fact that each child born during the survey year is 
treated as a whole person, i. e., counted as 1 in computing the mean for the year. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956) p. 129. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals) including 
767 persons aged 65 and over. 
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TaBLE 35.—Mean gross “‘other’”’ medical charges per person,fandimean’gross ‘‘other”’ 
medical charges per person incurring gross “other” medical;charges, by age and,sex 
and insurance status 


Mean gross “‘other’’ medical charges per person 1 


All persons Persons incurring gross 
Age and sex “‘other’’ medical charges 


All Insured2!] Unin- All Insured2; Unin- 


sured sured. 
All persons (male and female), total______- $8 $9 $7 $38 $38 $40 
Under Gaze. eet ee Pe he eee ee 1 1 1 22 20 24 
Gstowee os te Se ee eee ae eens 4 4 3 26 26 26 
TSO eae Book ee ro eee ee 7 7 6 32 31 33 
SOR ae tt ae a ER See 11 13 8 39 41 35 
DS sONOS. Gaoaee aes ee ea ine cote es 15 15 14 45 44 47 
Ghieand Over i soe ee ees, 17 19 16 61 64 59 
Moalesntlotel ie. cent cta th ae ceka toate 7 7 6 37 36 40 
UNG OR Gis aorta = cee tenes, GE ge eh eae 1 1 1 21 val 20 
Gilg hf ots ess oh oa th et a OS oe SE es se 4 3 27 26 30 
SNGORG 4 ae cy cee a ae eee ee eee eee 6 if 4 38 38 38 
SO TUO RO ae ee oe eee ae Ree ee 9 10 i 37 37 36 
OONUO LOA Set sets ona es Ser ee Te na 15 16 13 48 46 51 
G5:ANGsOVeR sa eex 53 5e ws Se ees 441 48 12 446 434 52 
Fenintes tdtal 2 S88 NH SEN EO a9 9 10 9 39 39 39 
derail oh eee ta 1 1 1 28 19 31 
ORUOR een cae See ee eee ee meee 4 5 4 25 26 24 
WS BUOYS denser sare miner Cepia n Se eR a ve 8 ve 29 28 31 
REMC ORO eae ty ke eee a mee a ee RS we 13 16 10 41 45 34 
DD TOO OA rere se eee nee ee eae eee eee ee 15 15 16 43 42 45 
G5:8NG OV Olacant oseeeestsesc lees esek ce 23 32 19 71 87 63 


1 Gross “‘other’’ medical charges include medical appliances; ophthalmic products; services of oculists and 
optometrists; services of chiropractors, chiropodists, podiatrists, naturopaths, faith healers, etc.; the services 
of private-duty nurses, practical nurses, and midwives; and expenditures for laboratory services like diag- 
nostic tests and X-rays for which the consumer was billed directly by the laboratory. 

2 Insured persons are those with hospital insurance at end of survey year. 

‘% These means are slightly deflated by virtue of the fact that each child born during the survey year is 
treated as a whole person, i. e., counted as 1 in computing the mean for the year. 

4 The dip in charges for males after age 65 cannot be explained on any reasonable basis. Granted the 
adequacy of the method of collecting data, this seeming anomaly must stand as a simple fact. Unpub- 
lished data from insured families in Boston and Birmingham do not corroborate or deny the above pattern. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956), p. 130. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 3,809 families (8,846 individuals), including 
767 persons aged 65 and over. 
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TaBLE 36.—Mean dental charges per person, and mean dental charges per person 
incurring dental charges, by age and sex and insurance status 





Mean dental charges per person 








All persons Persons incurring dental charges 
Age and sex AT: ppiracer Serie Ce a 

All Insured!| Unin- All Insured!} Unin- 

sured sured 
$10 $12 $8 $32 $32 $32 
All persons (male and female), total_______ | 
LUC ACE ie eee Sime ia es 1 2 (3) 16 18 10 
GubOpliia-- es eee ss ee ae ee 11 13 Vf 25 26 22 
IS} Oy G2, SS eee a cee ee ads Sonar sears 13 15 10 31 32 28 
SOLtOLOSe seen ce eR oe 14 15 11 37 37 36 
SO CORE ee eee a a a re Er ala in 13 13 12 53 52 55 
Garand OVOG- 2a. ne oe te ee eee 4 3 5 3a 24 43 
INESIOSS CObole ete ee eee eee et cee ee oe 9 11 6 31 32 29 
WinG erg Ole Nese Ne eee ee a i 2 1 14 16 11 
Galop]. eet oe ee Le 9 12 6 24 24 23 
TLSetO, daa eee See et ig) 13 8 31 31 30 
DS OGtO tO es ee eee ee ee ee 12 14 8 35 37 30 
DOLLOLO4 ae eee Sak ey a ee RE REG LS 11 15 7 49 57 34 
GHraN Ck OVGlee eas oo oe oe eee ke 5 5} 6 43 36 47 
Wemalesstouaeee sce. So ke ee 12 13 9 33 33 34 
Un On Giese eek ee eer he 2 2 1 17 19 9 
ORCO RNase cere tenets. © Seneee eneres Se RES Ek 12 15 8 26 28 Pai 
SECO OAs eee eee ene Sh aen el be ROCA 15 17 11 31 33 27 
SOEUR A ee eres ore ee anes te SE 3G) 15 17 13 38 37 40 
DOICOROA Se ee ee ees wren) SBE Teh 14 12 17 57 48 68 
Gora dO Viebee cesses ee cee eee ee 3 2 4 31 12 39 


i Insured persons are those with hospital insurance at the end of the survey year. 
2 These means are slightly deflated by virtue of the fact that each child born during the survey year is 
tere “ a moe person, i. e., counted as 1 in computing the mean for the year. 
cents or less. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956) p. 131. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals) including 767 
persons aged 65 and over. 
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TaBuu 37.—FPercentage of families with voluntary health insurance, by sex and age 


of family head 

















Number of Families 
Age and sex of family head families in- with some 
terviewed coverage, 
percent 
Totally all familiessetts oes & 2. 5 gee E LL Pega ee de 2, 809 63 
With mole shead. totals. eS. sek oe a Re ee eee eee 2, 406 66 
Wn der: 2ORRR oo SOBRE: ooh SOO 5 ke Ue oe eS RM eg pe a 104 62 
2G O 29 rmterunspervetie net ote aN aren agnryat hh leery elit i eter Rees ale ee ley 222 72 
0B OSs yoke ee OS En ara; ae Oe Ue eee ee Uae ee een ee 303 69 
SOnb Ora ete RI RE oo ae ee oe Da a ee ee 613 72 
46 (0ib4e SS o.oo AL ES. oe aN 3k ee ee eet 476 70 
DOO) Oe Rae ok ace AUER. 3 Oe SEES SSR eRe Re Be: Be mS ee ac ery care 352 66 
OSG0) (4 S88 BRS See eee a cae Ree See See ea eee 239 50 
(OWAT ChOMCIL SoS oleae cel ae ok, Bee oe Ee ee eee ae ee ae = eee 79 35 
sees determing tes -2.enuceetee eee een eee ks eee 18 39 
Wathelomaleuhead tolalno— ewes: Jose Bett eae ae ee ee eee 403 48 
UNGER BOWS oe oo op a Pe ee ee a Re pp 52 56 
3510044: $850 coc fo8 2 lL ee er ee PR re 53 53 
ADWGOVDAS SE ean oR en Ee ge aS Be era hae oe Oe ee ea ee 65 69 
LsToVh 6) 0 es ieee geen et ER an aay URDU Se Oey Re TE EY 3G Oy ne “hm eS 89 55 
GBC ONT AR Li 2 a RN OS pe A 2 SS er de a A ee ee ee 84 32 
FAO YET LO WC Test rs lan a ra ga ha i od Nese a 55 27 
Aveindeterminatese oust 2s ae ee ae Be Le een Oh at 5 40 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insure 
ance: A Nationwide Survey (New York, 1956) p. 108. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals) including 767 


persons aged 65 and over. 
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TaB_eE 38.—Percentage of persons with hospital insurance, by age and sex 





Number of | Persons with 














Age and sex persons hospital 
interviewed | insurance, 
percent 

“ippersons (Males and females), total... 5.2502... 2 eee i ee, 8, 846 67 
{OTAGO GIP (Oa ae es a a ie en Pee SOU SOLS ear Dee SACS CaN O80 rey | Mons 1g TAL 57 
BO LR Sea Ao ee eee ee Ser es Oa ae RE Baik ee eee Bale Oe 1, 851 58 
HN SELOhL 4 eae wees sk) PY at en oe a a es 699 49 
DEE OKA eres ee ee ek a Ee ike Be ae ee 1, 258 64 
15s HO Gee eee. ee ea DRS ee, Fa: ' ROVE 6S, BROS De x sept Pelee I AON Se Bee eo 1, 330 65 
AUS THO) A aN Ie De indore ya Garr wilo ecRORT Y Re eile eran amie gua eee opti | SE 997 63 
IIR HOVGY: Se ee ek arte © Aes BN OTT | ues gp aamnaiay SO Mich SE ie tae roe ar 7 773 54 
Ghia dio were a a AE al ag Oh SEG ET len Mabe Be 8) cae Ee 740 31 
EA SONI OW iesere = eee Rh eRe eu ieee Ueto hawt ee Poe 27 (4) 

EAIOS COtal 5 ee eS 2 Oe ns Wa See 4 te sd Sb Oe: 4, 284 lisy/ 
WO OIG ee ee ee OG Sein Vee ha rhe ne EO he eu a ah ied 584. 55 
CoG Oly ae RE SEs reer eee ek we Er He SANE be Ra 936 58 
SNE Oy A ede eh Bae eat Oe Pepe Phe eh Pew VE Ue Dpatig SI Deny hd Bet Ne ks Tra ees Ps 308 42 
CIS HO) GY es Ba SN Rs a ae Se Me ey es oe Se acento ee eee 599 63 
GOLA Aree eee tete ripe Rae ME WR: Ses Oa ee eae Nat Dh! 637 64 
Ze SBU OVO A ee ee Coe ate san ere aaah HEN Ree YD De ee 496 65 
Sa ON Gs es TE a OR NG 5 ie Se Sar, Dee ek et ieee ee ee 363 56 
GOUT CHONG LIN nae ae oe ROME ar, Oe Bete: AMG as een UU ete She ea Ste Sant 35 
BANS OGLE KO Wikls = ae Re ee a a Sek Te ep ee 10 (4) 

LOIN ALCS LOCA lee whens ae een op By ee ec Mek ne Ce a ae A ie as 4, 562 7/ 
Win 1G iG eee ee ee ee ee ER ee ee ee eS ai Eo Sh 2 587 59 
OO Ne ss ee Se ee fe ae | Re ee ce See 1c et ae eee Oe eee 915 59 
ATSC ON See es ene ae ae ntl we EN es Se eS ee 391 67 
2 EC ORG Lene eee a cae mo es ok Se OE ee a Pe eI he a 659 65 
SRL ORL Ameren eee ey eee MS I Bat Ee at eu gee cL ee 693 65 
ABS Ona eee meee eee ee nt 0 = ae een Sey. AS Uaee erie eee ed oe 501 61 
FY) TKO) (Ye bas = ay a eek hE ce Oe 1 er et Oe ee a Ot oe eee | One etree 410 52 
Grain Cle iV. C Tee sa a ee ee ee ee ed ey ae et ae ace 389 26 
ENS OTK O Wile na eee ies Be ce RE NS See eR eg ook oe ae aE 17 () 


1 Percentages not computed for groups of fewer than 50 individuals. 


Source: Odin W. Anderson and Jacob J. Feldman, Family Medical Costs and Voluntary Health Insur- 
ance: A Nationwide Survey (New York, 1956), p. 107. Data obtained from a nationwide survey of family 
medical costs and voluntary health insurance by the Health Information Foundation. The survey was 
conducted in July 1953, and is based on single interviews in 2,809 families (8,846 individuals). 


TABLE 39.—Amount of group hospital and surgical benefits continued for retired 
employees (National Industrial Conference Board survey) 





Companies continuing | Companies continuing 











hospital benefits surgical benefits 
Amount i 3 

Number Percent Number Percent 
WOtal. = - 2.2 --.-5 aes -- == 2-5 22222 -£ 2 --- = 2 71 100. 0 64 100.0 
Comtinvedunehanged= = s - Fea... 2-2 22226 -22-2=5- 33 46.5 133 51.6 
Amount decreased. feS. 2 e. -2 25-2 === 2-2-2 22 -- 2-2 --= 30 42.3 26 40.6 
Restricted to 1 mexinrum = ..c ..--------=25-4-2+--+s-- 17 23.9 14 21.9 
Restricted to dollar maximum: ; Be 
(Ge ee Ae Rok gee ee a ee Ae Rae 2 ee 1 16 
oe eee Ue 3 Ae ; 16 
CO RSTSS.: =  a E eMI  Scs ~  - e ee eeee oee ; ner Leek ope |e pepe ieae 
SSN) Se ee . Soule = Baal he ee See eee ee ; Tata eo 
SLD URS ES OST od ios ha | A ee ‘ a le 
Ee ee ee ee ear Oy Ie ae aga Fea 
LSU CUD Se Se see aed eg ee ee 1 a ne ane a aa 
Penetite reduced, nordetails.: = ......----2--------+%-- 5 “4 : =e 

INI Teas hire ee RN A Ce ae eee ee ee 8 <3 ? 





ee oe eee Rd eS 


1In 1 company, benefits for hourly, but not salaried employees. 
2In 1 company, benefits for salaried, but not hourly employees. 


Source: Management Record, March 1955, table 3, p. 106. 
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Taste 41.—Benefit levels under health and insurance plans for workers retiring at 
age 65 compared with those provided immediately prior to retirement } 





Life insurance | Hospital benefits| Surgical benefits | Medical benefits 


Benefit level for retired worker 


Workers Workers Workers Workers 
Plans| (thou- | Plans} (thou- | Plans| (thou- | Plans} (thou- 
sands) sands) sands) sands) 


All plans extending benefits to 
retired. workers_—-=°.-_.......- 146 3, 108 67 1, 784 58 1, 745 35 1, 491 


Benefits for retired worker: 
Same as for active worker 


before retirement. _-..._-- 229 726 39 1, 407 39 1, 425 25 1, 231 
Less than for active worker 
in 1 or more respects__.._-- 117 2, 383 28 377 19 320 10 260 


1 Based on a study of 300 health and insurance plans under collective bargaining covering approximately 
5 million workers. 

2 ees 6 plans which maintained same level of insurance on retirement for a specified period only, 
e. g., 1 year. 


Note.—Due to rounding, sums of individual items do not necessarily equal totals. 

Source: Older Workers Under Collective Bargaining, pt. II. Health and Insurance Plans, Pension 
Hn hs ne: 1199-2 (October 1956), U.S. Department of Labor, Bureau of Labor Statistics (Wash- 

gton, 1956), p. 8. 


Tas LE 42.—Relationship of hospital, surgical, and medical benefits of retired workers 
and their dependents ! 


Hospital benefits Surgical benefits Medical benefits 





Provision 
Plans | Workers | Plans | Workers | Plans | Workers 
(thousands) (thousands) (thousands) 
All plans extending benefits to retired 
workers and dependents__...........-.-- 56 1, 729 48 1, 690 31 1, 346 
Same benefits provided retired worker 
and: dependents... 2. 52 sss oss ccs- 52 1, 702 47 1, 687 28 ina2e 
Different benefits provided retired 
worker and dependents_.......-.-.- 4 27 1 3 3 23 


1 Based on a study of 300 health and insurance plans under collective bargaining covering approximately 
5 million workers. 
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Tasie 44.—Relationship of hospital, surgical, and medical benefits of retired workers 
and their dependents ! 











Hospital benefits Surgical benefits Medical benefits 
Provision ie 
Plans Workers Plans Workers Plans | Workers 
All plans extending benefits to retired Thousands Thousands Thousands 
workers and dependents_.-....-...._...- 56 1, 729 48 1, 690 31 1, 346 
Same benefits provided retired worker 
and dependents... 2 tas 52 1, 702 47 1, 687 28 1, 323 
Different benefits provided retired 
worker and dependents. _.__________ 4 27 il 3 3 23 








1 Based on a study of 300 health and insurance plans under collective bargaining covering approximately 
5 million workers. 


Source: Older Workers Under Collective Bargaining, pt. II. Health and Insurance Plans, Pension 
Plans, Bull. No. 1199-2 (October 1956), U .S. Department of Labor, p. 12. 
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